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EDITORIAL 


nlimited Diet in Peptic Ulecer—One 
housand Cases 


Emphasis is placed on half-hourly 
medication, need for treatment at night 
and continuing of therapy 4-6 months 


JAMES M. NORTHINGTON, M.D. Editor 


A Cleveland internist! has written 
an article reviewing the theory be- 
hind the use of unrestricted diet in 
peptic ulcer, stressing the need for 
half-hourly medication, emphasizing 
the need for treatment at night, 
pointing to the importance of con- 
tinuing therapy for 4 to 6 months 
before stopping, describing treat- 
ment of obstruction and hemorrhage, 
and presenting statistics on 1,000 
peptic ulcers which have been con- 
frmed by x-ray examinations, with 
follow-up on over 250. What Mar- 
shall has to say, with little editorial 
modification and elaboration is com- 
mended as valuable in the extreme. 


Disappearance of a niche as re- 


vealed by x-ray after any type of 


1.E. A. Marshall, Ohio Med. Jour., 49:1085, 1953. 
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treatment means very little with re- 
gard to a healed ulcer. The rapid 
return of symptoms after short treat- 
ment assured us that though it was 
easy to remove x-ray evidence of 
open ulcer, it was much more diffi- 
cult and time-consuming to heal 
such an ulcer. 

An ulcer patient who cannot eat 
and drink everything without symp- 
toms usually has an open ulcer. An 
open ulcer is potentially dangerous. 
In this series it was the immediate 
cause of penetration with obstruc- 
tion in 13.4%, perforation in 3.2% 
and hemorrhage in 20.9% of the 
cases. 

Adequate antacid- sedative ther- 
apy prevents acid-peptic activity 
from destroying all of the contin- 
uously forming fibroblasts, thus per- 
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mitting healing to begin in the first 
24 hours. Treatment is adequate if 
the ulcer patient first seen on a diet 
and in distress is able to eat unlim- 
ited diet without symptoms in 24 
hours. It follows that any symp- 
toms, following the ingestion of any 
food or drink at any time after 24 
hours, are evidence that the ulcer 
is open, previous treatment has been 
inadequate and “heavier” treatment 
is necessary. 

Most patients on an adequate reg- 
imen, half-hourly medication 16 
hours per day and a minimum of 
two night feedings in addition to a 
bedtime feeding the other 8 hours, 
may discontinue all treatments at 
414 months, continue unlimited diet 
and expect to be symptoms-free over 
one year. 

A healed ulcer not only lengthens 
the “completely-well” periods but 
protects the patient from complica- 
tions, because the foods in a regular 
diet warn the patient the day his 
ulcer opens, and all patients are in- 
structed to restart treatment imme- 
diately. The number of hemorrhages 
in the history of these 1,000 patients 
were 209 before treatment, since 
treatment five. 

Any recurrence must be in a dif- 
ferent place since scar tissue resists 
acid better than normal tissue. 

In the management of peptic ulcer 
while on unlimited diet it was my 
wish to set up an immediate sched- 
ule which would permit the patient 
to eat and drink everything without 
distress at the end of 24 hours and 
have a margin of safety so that gain 
in granulation tissue was assured. 

I have compounded in 1935 a tab- 
let which would furnish neutraliza- 
tion, sedation, vagal and central, and 
combat the constipating effect of 
aluminum sydroxide. This tablet, 
No. 2, contained calcium carbonate, 
0.5 gm.; magnesium oxide, .25 gm.; 
phenobarbital, .016 gm., and atro- 
pine, .0002 gm. This was effective but 
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distinctly on the laxative side so a. 
other tablet which would offset thes 
effects had to be made. Thus, in tab. 
let No. 3, the magnesium oxide was 
dropped and the calcium carbonate 
increased to 0.65 gm. Therefore, tab. 
let No. 3 is composed of calcium car. 
bonate, 0.65 gm., phenobarbital, 0.15 
gm., and atropine sulfate, .0002 gm 

Although calcium carbonate is ; 
stronger antacid, it appeared at the 
time this work was started that ther 
were certain advantages in the ai- 
sorption properties of aluminum by. 
droxide and this drug in the 0.65 gm. 
tablet has been used as the basis of 
the treatment in most cases. The day 
may come when calcium carbonate, 
a mixture of aluminum hydroxide 
and milk of magnesia or some other 
drug may supplant it. 


Using the 3 tablets: aluminum 
hydroxide, tablets or capsules No. 2 
and No. 3, the schedule is construct 
ed generally on an ambulatory basis. 
Assuming that the patient arises at 
6:30 a.m. and retires at 11 p.m. he 
is given two tablets (1.3 gm.) of 
aluminum hydroxide at 6:30 every 
hour on the half-hour until 10:30 
p.m. At 11 p.m., 1 am. and 3 am, 
the aluminum hydroxide is increased 
to 4 tablets (2.6 gm.) and, unless 
there is milk allergy, 8 oz. whole 
milk is given in addition on each 
of these 3 hours. Of No. 2 and No. 
3 tablets, the daily dose is 9 tablets 
crushed (or capsules)—if excess 
tension add 2 to 4 more. Usually 
with the 44 tablets (28.6 gm.) of 
aluminum hydroxide, the schedule 
will call for 6 No. 2’s and 3 No. 3's 
—that is one No. 2 at 7 and 9 am, 
at 1, 3, 7 and 9 p.m., with one No. 
3 at 11 am., and 5 and 11 p.m., with 
the first night feeding if bowel habits 
continue to be normal. 


The foregoing schedule can be in- 
creased in two ways if the patient 
is not able to eat all foods (is still 
not healing). Milk or aluminum hy- 
droxide may be added on the even 
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hours, and added to the No. 2 or 
No. 3 on the odd hours. This latter, 
with the night treatments, consti- 
tutes maximum ambulatory therapy 
and will usually require use of all 
No. 2 capsules or tablets, and in 
many instances 15 c.c. of milk of 
magnesia 2 or 3 times daily to cope 
with constipation. 


In this series there occurred 134 
obstructions, 108 hemorrhages and 
42 other difficulties, eventually fail- 
ures. All of these were given the full 
half-hourly schedule. One-third of 
the 1,000 did not wish to gain, so 
day milk was eliminated; 27 were 
victims of milk allergy and could be 
given no milk. In 110 of these cases 
gastric contents were examined 1 to 
2 hours after a meal, and in not a 
single case was the pH high enough 
to permit granulation tissue to live. 


The experience warns (1) never 
to cut down the amount started, (2) 
hold the dose and frequency started 
and (3) treat a minimum of 4% 
months. 


The treatment of non-stenotic 
aerophagia, retention, anorexia and, 
frequently, nausea and vomiting, 
was in a large measure responsible 
for showing that this method had 
merit. These patients don’t get bet- 
ter in one day on psychotherapy and 
milk; milk and cream aggravate this 
condition by further delaying mo- 
tility. 

We treated 134 such cases in the 
following manner: stomach emptied 
by tube; all food including milk 
stopped for 24 h.; patient given one 
No. 2, one No. 3 and 1.3 gm. alumi- 
num hydroxide a % h. for 24 hours, 
except from 11 p.m. to 7 a.m., when 
one No. 2, one No. 3, and 4 tablets 
(2.6 gm. of aluminum hydroxide 
were given q."h. At the end of 24 h., 
No. 2 and No. 3 were reduced, fre- 
quently to ambulatory (9 No. 2), 
full, unrestricted diet was started 
and the aluminum hydroxide kept at 
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1.3 gm. every half-hour with th 
usual 3 night treatments. 


This group showed only 6 failure 
in 134 cases; these required gastre. 
tomys. The rest took their unlimite/ 
diet and reacted much like the wu. 
complicated case. In a few instancafir 
a low-fat diet had to be used fo 
a week or two, but all but 6 wer 
controlled. Of especial interest wa 
the fact that in 1,000 cases ther 
were only 8 of true stenosis, whichI® 
is a surgical condition. 


These with hemorrhage, were fed 
the first day; sedation was not re 
duced to ambulatory for severd 
days and they received hourly night 
aluminum hydroxide for 5 to 1) 
days. The basic aluminum hydroxide 
schedule was 1.3 gm. q. % hr. for lf 
h., and 2.6 gm. q.'h. for 8 h., not 
changed until patient at home and 
then only to the ambulatory 3 night 
feedings. 


The No. 2 and No. 3 tablets or 
capsules have been divided in hem- 
orrhage into “heavy,” “% heavy,’ 
and “%4 heavy” therapy. Heavy is 
one No. 2 and one No. 3 q.¥%h. for 
24 h. except at night, when for 8f; 
h. they are given hourly. We have 
been surprised at the number who 
eat, talk and are drowsy but able 
to wait on themselves on such a 
dose. The amount of atropine in 
“heavy” therapy is also greater than§f.. 
usually used, yet only 5 showed; 
atropine psychosis and these were 
not difficult to handle. 


Although one may vary the nun-§, 
ber of No. 2 and No. 3 tablets to 
change bowel habits, “% heavy’ 
therapy generally means a No. 2 on 
the hour and a No. 3 on the half- 
hour with alternation hourly as 
night; 20 tablets or capsules of each 
in 24 hours. This dosage usually fol- 
lows in the second day of hemor-§; 
rhage and in some cases has been 
held 2 or 3 days. In this group only 
6 out of 108 bled in the first 24 
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MMours; 5 were gastrectomized. If 
erapy as heavy as outlined per- 
«mits bleeding, surgical consultation 
ould be obtained immediately. 
For post-hemorrhagic cases “%4 
heavy” therapy (frequently for 
sgvhole stay in hospital) consists of 
me capsule or tablet q.th. on the 
our, night and day—i.e., 24 per day. 
The number of No. 2’s and No. 3’s 
varies With the bowel habits, but 
penerally 16 No. 2 and 8 No. 3. The 
emorrhage case after hospital dis- 
harge is treated as obstruction was 
(% hourly day and 3 treatment 
ight therapy). 
There were 44 cases in this series 
lased as mild—PRUN (blood urea 
itrogen) normal. There were 36 


classed as severe—BUN 20 to 35 mg. 
per 100 cc. blood. Finally, there 
were 28 which showed BUN values 
of over 35 mg. per 100 c.c. of blood, 
and these were classed as bleeding 
severely. There were two fatalities, 
making a mortality rate of 1.85%. 
61% of these patients were over 45 
years of age. 

Questionnaires were sent to 600 
patients and 270 responded. Of the 
270 cases, 107 peptic ulcers recurred 
in an average of 28.9 months; 163 
have not recurred in an average of 
33.6 months. These patients took no 
medication after the close of their 
treatment schedule and ate and 
acted as any normal, non-allergic 
person. 


& 


Uses and Misuses of Antibiotics 
in Skin Diseases 


The antibiotics are indicated in 
the treatment of primary and secon- 
dary pyodermas; many skin staphy- 
loeoeci are not now penicillin-sensi- 
tive so that other antibiotics must 
frequently be employed. 


Penicillin is not necessarily inter- 
dicted in the treatment of secondar- 
ily infected dermatophytosis and 
» #dermatophytid. 


Penicillin is the chemotherapeutic 
-Bagent of choice in the treatment of 
syphilis. 

Chloromycetin and erythromycin 
"éive dramatically gratifying results 


in the treatment of granuloma in- 
‘Bguinale. 


Erythema multiforme frequently 


May, 1954 


responds to the administration of an- 
tibiotics. 

Most other cutaneous diseases are 
not benefitted by the administration 
of antibiotics or are only temporarily 
or inconstantly helped. 

For pyodermas, antibiotics should 
be administered systemically for 
widespread and deep involvement 
and topically for localized involve- 
ment. 

Antibiotics may cause undesirable 
side-effects or allergic reactions; be- 
cause of their high skin-sensitizing 
indices. 

Penicillin, streptomycin and chlor- 
omyeetin should not be employed 
topically. 


Israel Zeligman, Maryland State Med. Jl., 2: 647, 
1953. 
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CLINICALLY EFFECTIVE—newstudies!.2 show that topical pantothenylol 
(analog of pantothenic acid) ‘‘favorably influenced the course of various 
ulcerative and pyogenic dermatoses. A majority healed and many 
showed various degrees of improvement.'’ Even long standing con- 
ditions resistant to other therapy seem to respond to Panthoderm 
Cream which 


¢ relieves pain and itching 


¢ promotes granulation and healing 


PLEASANT TO APPLY — non-staining, smooth-spread- 
ing; nontoxic, relatively non-sensitizing. 


2 oz. and 1 Ib. jars 
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ORIGINAL ARTICLES 


Post-Amputation Rehabilitation 


Anxieties must be resolved if a 
psychological trauma more disabling than the 
physical injury is to be prevented 


HENRY H. KESSLER, M.D., Newark, New Jersey 


The doctor with a patient who 
has lost one or more limbs finds that 
his usual concept of cure must un- 
dergo modification. In the case of 
short-term, acute medical and surgi- 
cal conditions, such as pneumonia 
and appendicitis, he is able to pro- 
vide his patient with treatment which 
will return him to job and commu- 
nity, within a few weeks or days. In 
the case of amputations, treatment 
in the office or the general hospital 
is frequently insufficient to return 
the patient to his prior status. Such 
a patient needs a fairly long-term 
program of integrated medical care 
designed to a) remove the effects of 
the disability to the greatest possible 
extent, and b) teach the patient to 
live and work with his residual abil- 
ities and disabilities. 


May, 1954 


Rehabilitation in such a case in- 
volves a 5-point system of care re- 
quiring the attention not only of 
the doctor, but of the therapist, limb- 
maker, vocational counselor, and 
possibly the psychologist. 

Whenever possible, psychological 
preparation should be done before 
the amputation or immediately af- 
terward. Questions and anxieties 
haunt many of these patients, which 
must be resolved, if a psychological 
trauma more disabling than the 
physical injury is to be prevented. 
The patient wonders if he can con- 
tinue to earn a living, if he will be 
accepted by his family and the com- 
munity, if he will be a permanent in- 
valid. 

Pats on the 
words of 


back and smooth 
reassurance are not 
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enough. If it be at all possible, the 
doctor should arrange for the pa- 
tient to be visited by one with a 
similar amputation who has made 
a good adjustment. If not, the doctor 
can use photographs, motion pic- 
tures, literature and other graphic 
media demonstrating the achieve- 
ments of others so situated. A pa- 
tient minus a leg will soon be con- 
vinced that he can walk well on a 
prosthesis, even continue to engage 
in sports and recreational activities. 


AIM OF AMPUTATION 


Psychological preparation of one 
who has lost an arm requires more 
care. We can only imitate the com- 
plex functions of the hand, and it is 
a poor imitation at best. The patient 
must be made aware of the limita- 
tions as well as the possibilities of 
prosthetic restoration, or, led to ex- 
pect too much by the claims of rival 
limb makers, he will suffer severe 
disappointment later and perhaps 
discard the limb entirely. 

The aim of amputation surgery 
second only to arrest of the patho- 
logical process is provision of a 
healthy stump suitable for utiliza- 
tion of a prosthesis. A firm, well- 
healed stump of optimum length and 
free from contractures and pain is 
the goal. 


In general, emergency or open 
amputations should be performed 
at the most distal point of viable tis- 
sue, so that a revision amputation 
can be performed later at optimum 
length., Sites of election have been 
standardized to provide stumps best 
suitable for prostheses. In lower-ex- 
tremity amputations, four basic pro- 
cedures are available: the Syme 
amputation at the ankle, which pro- 
vides an end-bearing stump; the be- 
low-knee amputation, and the above 
knee amputation, which are side- 
bearing; and the Stokes-Gritti am- 
putation through the knee joint, 
which is end-bearing. Prosthetists 
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have discouraged the performance ¢ 
amputations through the joint sing 
fitting a limb to these stumps is cop 
sidered difficult. However, bot 
the Syme and the Stokes-Grittj 
stump can be fitted quite satisfactor 
ily and these amputations are indi 
cated in certain cases. 

Sites of election for upper-extren 
ity amputations are above the wrisi 
below the elbow and above the ¢ 
bow. Operations through the wris 
joint are extremely unsatisfactory 
and usually require revision abovy 
the wrist before a prosthesis can k 
fitted; however, a partial hand am 
putation which preserves some fini 
ger elements is desirable when pos 
sible since these patients can fre 
quently do without a prosthesis. 


For some weeks after amputation 
the stump requires extensive after- 
care. Contractures are to be prevent- 
ed, or treated promptly if they oc. 
cur. The stump will undergo shrink- 
age, so the prosthesis should not hi 
fitted until it has assumed its final 
shape and size. Soft, fatty stumpfpa 
can be firmed with exercise; the 
best stumps are composed almos 
entirely of skin and bone. Most such 
persons experience the sensation offs 
phantom limb and sometimes it is 
painful. This usually disappears but 
if it is persistent may require neuro fx 
surgical treatment. 


FITTING PROSTHESIS 


General conditioning is required fe 
especially by those who have lost 
both legs, and must develop extra 
strength in the torso and upper ex- 
tremities. One lacking a lower ex 
tremity who is overweight will find, 
his walking difficulties considerably 
increased. 

Selection and fitting of the pros 
thesis is the fourth step of the pro 
gram. Soon after an amputation, one 
will find himself besieged by limb 
makers offering a bewildering mul- 
tiplicity of prostheses of wood, fibre, 
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etal or plastic. The surgeon has a 
esponsibility to work with the pa- 
jent and the prosthetist in choosing 
e kind of limb which will best 
eet the individual’s needs. A leg 

prosthesis of almost any material 
ifMwill be suitable providing it fits pro- 
yerly. Prostheses of wood are espec- 
ally suitable for children because 
ey are easily revised in accommo- 
dation with growth. 


A leg prosthesis is fitted to the 
Vapatient’s stump; an arm prosthesis to 
is entire personality. One needs to 
ave an array of devices from which 
0 select the one best suited to the 
‘Endividual’s vocational and social 
eeds. Among the aids to one who 
as lost an arm are the simple util- 
ity hook, the split utility hook, the 
echanical hand, the dress hand, 
.Kineplasty, rehabilitation without 
Prosthesis, and the Krukenberg pro- 
eaure. 

Hooks, activated by a band which 
goes around the opposite shoulder, 
pre simple, effective tools for the 
patient for whom appearance -is a 
inor consideration. The mechanical 
and attempts to combine appear- 
ence with function, but it is cumber- 
some and the number of parts multi- 
ply the number of things that can 
go wrong with it. A dress hand is 


am, whose functional requirements 
are slight, but who requires good 
appearance, e.g., the lawyer, teach- 
er, or retired older person. 


COSMETIC FUNCTION 


Cineplasty is a surgical technic 
hich provides a considerable de- 
gree of prehension and _ control, 
jithout sacrificing the cosmetic 
unction. A canal of skin is created 
in the live muscle remaining in the 
stump, and an ivory, plastic or metal 
eg inserted in the canal, which is 
attached to the prosthesis by a sys- 
‘fem of levers. Contraction of the 
‘Buscle activates the prosthesis. This 
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operation can be performed in the 
forearm, biceps or pectoral muscles 
and is especially suitable for one 
who has lost both upper extremities. 
It is the only means of functional 
prosthetic restoration available to 
the patient with a scapulo-thoracic 
amputation or a disarticulation at 
the shoulder. 


Rehabilitation without prosthesis 
is possible after a single-arm ampu- 
tation, where functional require- 
ments can be satisfied with one- 
handed activities. For the patient 
who has lost both hands, simple ap- 
proximation of the long stumps may 
be adequate. 


The Krukenberg procedure is a 
surgical method of supplying pre- 
hension without an appliance, where 
there is a long below-elbow stump. 
The radius and ulnar are split and 
each covered with skin, providing 
two finger elements. The method is 
popular in Europe but disliked in 
the United States because of its ap- 
pearance; however, it is an extreme- 
ly useful procedure for a blind per- 
son who has lost both arms, and who 
must have one unfitted stump for 
Braille reading and tactile sensa- 
tion. 


PHYSICAL CONDITIONING 


Training in the use of the pro- 
sthesis for return to productive liv- 
ing is the fifth and final step. Four 
weeks or so of training in walking 
over regular and rough terrain and 
up and down stairs on a leg prosthes- 
is will be required; a longer period 
for those no longer young, or with 
multiple prosthesis. This longer 
training supplemented by general 
physical conditioning, usually gives 
good results. The services of a 
skilled physical therapist with spec- 
ial training in this rehabilitation 
should be utilized. 


Occupational therapy is in the 
arm case what physical therapy is 
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to the leg case. The occupational 
therapist can show the patient how 
to perform routine acts of personal 
care with the prosthesis, and later 
she will institute vocational tests 
and training. 

Therapy and counseling for these 
patients are best obtained in the 
specialized environment of a reha- 
bilitation center, where the entire 
team coordinates its skills to achieve 
maximum adjustment of the patient, 
facilities are concentrated, and the 
work of other patients at the center 
provides stimulus and encourage- 
ment. If referral to such a center is 


impossible, the physician must cal 
upon auxiliary medical personnel j 
his community to complete the reha 
bilitation program. 

Restoration of such patients to; 
maximum of usefulness and happi 
ness is difficult, requiring much tim: 
and effort on the part of the physi 
cian. However, if he is willing 1 
provide and supervise an integrate! 
program of rehabilitation which re 
gards the patient as an individud 
and not a pathological entity, he wil 
be rewarded by the satisfaction ¢ 
returning to the community a pro 
ductive, happy citizen. 


& 


Personality of Patients Suffering 
From Urticaria 


Very few reports on psychoanaly- 
tical material obtained from urti- 
caria patients are available. This 
report is therefore of novel as well 
as of timely importance. 

Thirty-five patients suffering from 
urticaria or angioneurotic edema 
were examined. Two-thirds of the 
patients stated spontaneously that 
they missed parental and especially 
maternal affection during childhood. 
However, more often than not, this 
belief was either ill-founded or en- 
tirely unfounded. Other patients 
gave the impression that the dearth 
of affection about which they com- 
plained was more or less self engen- 
dered and the result of an excessive 
need for affection, resentment at not 
obtaining as much as they wanted, 
and inability to tolerate competi- 
tors, whether siblings or a parent of 
the same sex. 

The evidence obtained from these 
patients suffered from urticaria sug- 
gests that this disorder is a disease 
which occurs in individuals who 
have been, or have felt, chronically 
deprived of affection, who have al- 
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ways longed for it and felt frustrated 
because their basic need was not 
gratified. Situations which objec 
tively or subjectively intensified 
either their need for affection 
or their sense of frustratia 
precipitated the onset or recur 
rence of urticaria. Frustration ¢ 
instincts leads to a regression of both 
psychic energy and ego. The regres 
sion varies in degree, but alway 
goes back to earlier stages of devel- 
opment. Furthermore, _ instinctud 
needs evoke an aggressive response 
It seems conceivable, therefore, thai 
urticarial wheals represent a dem- 
onstration of infantile fury. An 
angry baby screams, flushes, ani 
shows an increased turgescence df 
the subcutaneous tissue. If the 
angry response is_ repressed, } 
could find unconscious expression 
in the form of the localized swelling 
and redness of urticarial wheals. 

It thus seems that the immuno 
biologic approach does not provide 
the only answer to the question 0 
etiology of this and allied disorders§, 


E. D. Wittkower, Psychosomatic Med., 15: 116, 1955 
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'‘Diabetic” Ulceration: A Case Report 


Ulcerative lesions occuring in diabetes 
mellitus are notoriously refractory to even 
intensive local and general therapy 


WILLARD H. BOGGAN, M.D. 
THADDEUS D. LABECKI, M.D., Jackson, Mississippi 


Some of the secondary dermato- 
sMogical manifestations of certain sys- 
Bematic diseases are notoriously re- 
actory to even intensive local and 
feneral therapy. The ulcerative le- 
ions of the skin which occur in 
-Miabetes mellitus may be not only 
lificult to treat but if allowed to 
brogress unchecked may constitute 
} threat to life. 


This case report illustrates the 
herapeutic failure of conventional 
ocal and systemic therapy. Although 
he exact nature of the lesion in this 
ase remains speculative, diabetic 
europathy was considered responsi- 
ble. The atheromatous changes in 
e peripheral vascular tree may 
ell have aggravated or precipitated 
e ulceration of the toe. 
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The encouraging reports in this 
country'* and abroad** on the use 
of pantothenylol (the alcohol analog 
of pantothenic acid) in a variety of 
stubborn lesions prompted us to use 
this substance in the form of a two 
per cent cream, Panthoderm®”*, after 
a fair but unsuccessful trial with 
locally applied drugs in addition to 
adequate general medication. 


CASE HISTORY 


J. L. C., a fifty-four year old un- 
employed white male was admitted 


* Supplied by U. S. Vitamin Corporation, New 
York, N. Y. 

. Combes, F. C., Zucherman, R.: J. Invest. Dermat. 
16:379, 1951 


. Kline, P. R., Caldwell, A.: New York State J. 
Med. 52:1141, 1952 

. Sciclounoff, F., Naz, E.: Schweiz, med. Wcehnschr. 
75:767, 1945 
—_e V.: Wien. med. Wcehnschr. 98:150, 
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to the leg case. The occupational 
therapist can show the patient how 
to perform routine acts of personal 
care with the prosthesis, and later 
she will institute vocational tests 
and training. 

Therapy and counseling for these 
patients are best obtained in the 
specialized environment of a reha- 
bilitation center, where the entire 
team coordinates its skills to achieve 
maximum adjustment of the patient, 
facilities are concentrated, and the 
work of other patients at the center 
provides stimulus and encourage- 
ment. If referral to such a center is 


impossible, the physician must call 
upon auxiliary medical personnel in 
his community to complete the reha- 
bilitation program. 

Restoration of such patients to a 
maximum of usefulness and happi- 
ness is difficult, requiring much time 
and effort on the part of the physi- 
cian. However, if he is willing to 
provide and supervise an integrated 
program of rehabilitation which re. 
gards the patient as an individual 
and not a pathological entity, he will 
be rewarded by the satisfaction of 
returning to the community a pro- 
ductive, happy citizen. 


& 


Personality of Patients Suffering 
From Urticaria 


Very few reports on psychoanaly- 
tical material obtained from urti- 
caria patients are available. This 
report is therefore of novel as well 
as of timely importance. 

Thirty-five patients suffering from 
urticaria or angioneurotic edema 
were examined. Two-thirds of the 
patients stated spontaneously that 
they missed parental and especially 
maternal affection during childhood. 
However, more often than not, this 
belief was either ill-founded or en- 
tirely unfounded. Other patients 
gave the impression that the dearth 
of affection about which they com- 
plained was more or less self engen- 
dered and the result of an excessive 
need for affection, resentment at not 
obtaining as much as they wanted, 
and inability to tolerate competi- 
tors, whether siblings or a parent of 
the same sex. 

The evidence obtained from these 
patients suffered from urticaria sug- 
gests that this disorder is a disease 
which occurs in individuals who 
have been, or have felt, chronically 
deprived of affection, who have al- 
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ways longed for it and felt frustrated 
because their basic need was not 
gratified. Situations which objec- 
tively or subjectively intensified 
either their need for affection 
or their sense of frustration 
precipitated the onset or recur- 
rence of urticaria. Frustration of 
instincts leads to a regression of both 
psychic energy and ego. The regres- 
sion varies in degree, but always 
goes back to earlier stages of devel- 
opment. Furthermore, _ instinctual 
needs evoke an aggressive response. 
It seems conceivable, therefore, that 
urticarial wheals represent a demn- 
onstration of infantile fury. An 
angry baby screams, flushes, and 
shows an increased turgescence of 
the subcutaneous tissue. If the 
angry response is_ repressed, it 
could find unconscious expression 
in the form of the localized swelling 
and redness of urticarial wheals. 

It thus seems that the immuno- 
biologic approach does not provide 
the only answer to the question of 
etiology of this and allied disorders. 


E. D. Wittkower, Psychosomatic Med., 15: 116, 1953. 
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“Diabetic” Ulceration: A Case Report 


Ulcerative lesions occuring in diabetes 
mellitus are notoriously refractory to even 
intensive local and general therapy 


WILLARD H. BOGGAN, M.D. 
THADDEUS D. LABECKI, M.D., Jackson, Mississippi 


Some of the secondary dermato- 
logical manifestations of certain sys- 
tematic diseases are notoriously re- 
fractory to even intensive local and 
general therapy. The ulcerative le- 
sions of the skin which occur in 
diabetes mellitus may be not only 
dificult to treat but if allowed to 
progress unchecked may constitute 
a threat to life. 


This case report illustrates the 
therapeutic failure of conventional 
local and systemic therapy. Although 
the exact nature of the lesion in this 
case remains speculative, diabetic 
neuropathy was considered responsi- 
ble. The atheromatous changes in 
the peripheral vascular tree may 
well have aggravated or precipitated 
the ulceration of the toe. 
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The encouraging reports in this 
country'” and abroad** on the use 
of pantothenylol (the alcohol analog 
of pantothenic acid) in a variety of 
stubborn lesions prompted us to use 
this substance in the form of a two 
per cent cream, Panthoderm®”*, after 
a fair but unsuccessful trial with 
locally applied drugs in addition to 
adequate general medication. 


CASE HISTORY 


J. L. C., a fifty-four year old un- 
employed white male was admitted 
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August 12, 1952 complaining of an 
ulcer on the right great toe of two 
months’ duration. He had been a 
known diabetic for about seven 
years and had been receiving prota- 
mine zinc insulin, 40 units daily, for 
that period of time. In 1949 a swell- 
ing of the right little toe developed 
with associated generalized weak- 
ness of the entire extremity. He was 
hospitalized in New Orleans, Louisi- 
ana, where the diagnosis of diabetes 
mellitus with probable peripheral 
neuropathy was made. Following 
discharge from that hospital, no spe- 
cific medication was given with the 
exception of routine diabetes treat- 
ment. He returned to the care of his 
physician, but was unable to con- 
tinue his occupation as a farmer 
because of the weakness of the leg. 
Two months prior to his admission 
to the hospital in Jackson he noticed 
a blister on the right great toe, and 
a short time later a definite ulcera- 
tion developed. The family physician 
applied numerous treatments includ- 
ing penicillin ointment with no im- 
provement. 


On physical examination the pa- 
tient was found to be a well de- 
veloped, fairly well nourished white 


male, not appearing acutely or 
chronically ill. His blood pressure 
in recumbent position was 140/80, 
pulse 80, temperature 98.6°. His fun- 
di revealed increased tortuosity of 
the vessels with some nicking of the 
arterioles but no evidence of diabetic 
retinopathy. Other positive findings 
included the liver palpable two fin- 
ger breadths below the costal mar- 
gin and the spleen palpable two 
finger breadths below the left costal 
margin, the organ being firm and 
not tender. There was a right direct 
inguinal hernia which was easily 


reduced. 


On the plantar surface of the right 
great toe there was a 2x2 cm area 
of ulceration surrounded by a braw- 
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FIGURE 1 


ny, black irregular edge with a base 
of granulation tissue. (Figure 1) 
There was some redness of the right 
foot and slight edema of the right 
ankle. Neurological examination re- 
vealed normal vibratory and position 
sense. There were no sensory chang- 
es and no pathological reflexes. Dor- 
salis pedis and posterior tibial pulsa- 
tions were felt bilaterally. Labora- 
tory studies revealed a white blood 
count of 6500 with 56 per cent polys., 
35 per cent lymphocytes, 1 per cent 
monocytes, 6 per cent eosinophiles, 
2 per cent basophiles. Hemoglobin 
was 12 gm. sedimentation rate (1 
hour) 30, hematocrit 36. Urine was 
4 plus for sugar, 3 plus for acetone, 
3 plus for albumin. Blood sugar was 
500 mg. per cent; CO. volume pres- 
ent. Serology was negative. Serum 
bilirubin was 0.4, cephalin floccula- 
tion negative, thymol turbidity 3. 
Maclagan units, BSP within normal 
limits. Total serum protein was 53 
gm. albumin 3.3 gm., globulin 2.0 
gm. Stools were negative for ova 
and parasites. Urea clearance was 
within normal limits. Urine cultures 
were negative. Chest x-ray was nor- 
mal, and x-ray examination of the 
right great toe showed no evidence 
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FIGURE 2 


of bone destruction or periosteal ir- 
ritation. Fluoroscopic examination of 
the chest including barium filled 
esophagus was within normal limits 
as was a barium enema. 

Except for a temperature eleva- 
tion to 100°F. shortly after admis- 
sion patient’s course in hospital was 
afebrile. His diabetic acidosis was 
controlled prompily by the use of 
45 units protamine zinc insulin to 
supplement the regular insulin. Be- 
cause of the presence of infection 
he was given 300,000 units of peni- 
cillin b.id. with no improvement in 
the ulcerative lesion. In view of the 
existing diabetic neuropathy, Bio- 
hepulin was given, 5 cc. daily for a 
period of ten days. No benefit or 
results were noted following this 
therapy. Bacitracin ointment was 
applied to the ulcer t.id. with no 
signicant benefit. It was then de- 
cided to apply Panthoderm® Cream 
to the ulcer every eight hours. With- 
in one week after institution of this 
therapy the ulcer showed evidence 
of healing, (Figure 2) and in a per- 
iod of two weeks the ulcerated place 
was completely healed with a resi- 
dual brawny area (Figure 3); this 
area was removed leaving a nor- 
mally appearing toe except for a 
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FIGURE 3 


small scarred area measuring ap- 
proximately 1 x 1 cm. The patient 
was then allowed to get up and 
promptly rubbed a blister at the 
site of the previously involved area; 
this lesion cleared in a short time. 


COMMENTS 


It must be emphasized that with 
the exception of insulin, no other 
treatment was given during the per- 
iod of Panthoderm® Cream applica- 
tion. It appears that application of 
various antibiotics and systemic ad- 
ministration of penicillin and control 
of the patient’s diabetic acidosis 
were not sufficient to contribute to 
healing of the ulceration. Whatever 
the mode of action of the agent was 
which caused rapid healing, one may 
assume that stimulation of epithel- 
ium formation combined with a bac- 
teriostatic effect may have benefited 
this type of lesion. 


SUMMARY 


A case of ulceration which devel- 
oped in the course of diabetes mel- 
litus is presented. The lesion failed 
to respond to general and local med- 
ication. Application of Panthoderm® 
Cream resulted in complete healing 
within two weeks. 
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\ Simple Procedure for the Diagnosis and 
Treatment of Diseases of the Chest 


The use of heavy bimanual percussion 
of the chest and induced cough may not only 
benefit as treatment but also in diagnosis 





BASIL B. JONES, M.D., Richmond, Virginia 


The need for a simple procedure 
to dislodge secretions in the bronch- 
ial tubes and to facilitate their re- 
moval was brought to my attention 
in 1928. The specific problem which 
made me aware of this need was the 
diagnosis, with the aid of x-rays, of 
two cases of massive atelectasis in 
children, one followed a bad acci- 
dent, the other an apparent pneu- 
monia after measles. The recognition 
of atelectasis in childhood under such 
circumstances was a new experience 
for me, and it stimulated me to fur- 
ther study and later to make a writ- 
ten report.’ 

Fortunately, studies had recently 
been published by Coryllos and 


I, en, Basil B.: Southern Med. J., 22: 810-813, 
929. 
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Birnbaum,” Coryllos,* Mastics, Spit- 
tler and McNamee,* Henderson,°® 
Scott,® and others, leaving very lit- 
tle doubt that bronchial blockage, 
usually by mucopurulent secretions, 
is the essential factor in the etiology 
of atelectasis and postoperative 
pneumonia. The roles played by 
posture, restraint, anesthetics, seda- 
tives, shock, toxemia, pain, uncon- 
sciousness, etc., in hindering the ex- 
pulsion of respiratory-tract secre- 
tions then became obvious. 
Following these studies changes in 
sedation, anesthetics, and in post- 


. Coryllos, P. N.: Birnbaum, G. L.: Arch. Surg. 
16: 501-559, 1928. 

. Coryllos, P. N.: J.4.M.A. 93: 98-100, 1929. 

. Mastics, E. A., et al: Arch. Surg. 15: 154-197, 


1927. 
5. Henderson, Y.: J.4.M.A. 93: 96, 98, 1929. 
" Scott, W. J. M.: J.4.M.A. 93: 101-103, 1929. 
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operative care, such as carbon-diox- 
ide inhalation, changing position, 
early ambulation, bronchoscopic 
suction, etec., were used with 
advantage. The medical men, in- 
cluding the pediatricians, apparently 
accepted the explanation for atelec- 
tasis and postoperative pneumonia 
at face value, but were dubious 
about the role bronchial blockage 
might play in the course of the ordi- 
nary types of respiratory infections. 
There certainly was no rush to 
change the prevailing conservative 
and symptomatic medical treatment, 
though many of these measures were 
of dubious value, some e.g., insist- 
ence on quiet, and the use of seda- 
tives to allay pain and cough, were 
obviously not logical if bronchial 
blockage occurred frequently and 
were a serious factor. 


BRONCHIAL BLOCKAGE 





After finding the two cases of ate- 
lectasis in my practice, and after 
studying the then recent literature 
pertaining to that condition, I came 
to the conclusion that bronchial 
blockage of varying degree and dur- 
ation might be an important factor 
in many pulmonary infections, and 
that if this were true, a reappraisal 
of treatment was in order; so I de- 
cided to try a simple variation of 
two instinctive procedures—heavy 
bimanual percussion over the affect- 
ed area of the chest, to be followed 
by a cough, induced if necessary by 
means of a tongue depressor. The 
heavy percussion was intended to 
dislodge the obstructing secretions 
and permit the entrance of air, and 
then the cough would expel them 
from the bronchi. I began to use 
this procedure almost routinely 25 
years ago and have continued to use 
it with increasing satisfaction ever 
since. 


Experimental studies have shown 
that if a bronchus is completely ob- 
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structed, the air in the alveoli sup. } ™°V 
plied by that bronchus is absorbed— } ' § 
the oxygen, 20%, first, then the ear. | not 
bon dioxide, nitrogen, etc., at a ling 
slower rate. The absorption of these | will 
gases produces a partial vacuum in } 7 
the affected area, and this dilates the | PP 
local capillaries and pulls on the} °U 
secretions in the bronchus and on | lect 
the surrounding structures. The} If } 
pain which results causes a volun- } Pre 
tary supression of coughing and in- } 
terferes with sleep. The negative } fe¥ 
pressure and the dilated capillaries} P#! 
also favor absorption of toxins and | /aP 
bacteria of the block is caused by eff 
infection and exudate, which in- } 9 
creases the fever; and might play a] & 
determining role in the progression | yy 
of the infection by drawing infecti- 

ous material deeper into the adja-] , 
cent lung tissue. im 
PRESSURE AREAS i 





The lung tissue dependent on a 
partially blocked bronchus tends to 
distend, because the inspiratory ef- 
forts are more effective than the 
expiratory in getting air past a 
valve-like obstruction. The trapped 
air probably loses most of its oxygen 
and increases its percentages of car- 
bon dioxide and nitrogen, causing 
hvperpnea. Toxin absorption prob- 
ably is impeded in such areas by 
compression of the capillaries, and 
this may account in part for the lack 
of fever so commonly observed. 


I think I can state definitely, from 
25 years of experience, that when 
any air is left in the lung tissue de- 
pendent on a bronchus blocked by 
secretions, heavy percussion over 
that area, which produces a rapid 
alternation between negative and 
positive pressure, generally will dis- 
lodge the obstruction and facilitate 
the entrance of air to the collapsed 
lung area. I have never seen any 
injury result from this simple op- 
eration. Once the obstruction is 
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moved, even slightly, air may begin 
to slip by and a clearer bronchial 
note may be detected, but no start- 
ling change to diagnostic percussion 
will be noted. If the originally dull 
area becomes more resonant, rales 
appear or become coarser and the 
cough becomes productive, an ate- 
lectatic component can be surmised. 
If atelectasis without pneumonia is 
present, the abnormal chest findings 
may clear almost completely in a 
few minutes, with prompt relief of 

in when air enters the col- 
apsed lung, the resumption of an 
effective cough, and a rapid fall in 
temperature, if fever had been pres- 
ent. 


UNEXPANDED ALVEOLI 


Atelectasis of the newborn, which 
implies an unexpanded fetal condi- 
tion of the lung, would not seem 
likely to respond to the same treat- 
ment in the same manner as the ac- 
quired type of atelectasis. Whether 
or not the rapid alternation between 
positive and negative pressure, 
which results from heavy percussion 
(applied to one or two fingers) fav- 
ors the entrance of air to previously 
unexpanded alveoli cannot be ans- 
wered positively. My impression is 
that it does have value as an adjunc- 
tive treatment for atelectasis of the 
newborn. It certainly has not been 
harmful. If pathology is present 
and no change results from the 
heavy percussion and cough, a more 
serious type of trouble is suggested, 
such as pleural involvement, tuber- 
culosis, complete lobar consolida- 
tion, a drowned lung from a foreign 
body, lung abscess, etc. 


When the bronchus is not com- 
pletely blocked, some of the air in- 
spired will be trapped and will dis- 
tend the involved alveoli. The re- 
sulting emphysema can be detected 
by a hyperresonance to percussion, 
which extends beyond the normal 
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borders of the lung, diminished 
breath sounds and, generally, 
wheezy rales. Bronchial asthma can 
be considered the prototype of such 
pathology. Heavy percussion over 
emphysematous areas usually push- 
es out most of the air from the af- 
fected lung tissue and flattens that 
area. Diagnostic percussion then re- 
veals a slight dullness in place of 
the hyperresonance and a shrinkage 
of up to two or three inches of the 
affected lung; and auscultation re- 
veals louder breath sounds and 
plainer rales. While the lung is being 
pumped up again—within a minute 
or so—the character of the rales and 
their place in the respiratory cycle 
can be noted, also areas of dullness 
near the lung roots previously hid- 
den by the distended lung, e.g., cer- 
tain cases of tuberculosis; and a 
more accurate determination of the 
area of cardiac dullness can be 
made. Early virus, or atypical, pneu- 
monia is suggested by finding one 
or more areas of emphysema, with 
slightly diminished breath sounds, 
and slightly wheezy rales which do 
not clear with the cough. Slightly 
later, involvement with the same 
disease generally will be revealed 
by finding small patches of dullness 
and fine rales near the lung roots, 
which do not clear after heavy per- 
cussion and cough but rather appear 
to be more easily discerned. 


HEAVY PERCUSSION 


Obstruction of a bronchus by a 
foreign body may cause edema and 
mucopurulent secretions which in- 
termittently occlude bronchi nearer 
the lung root and produce partial 
atelectasis, diminished breath 
sounds, impaired resonance and 
rales. The heavy percussion and in- 
duced cough may dislodge these se- 
cretions and relieve the partial ate- 
lectasis, and so permit the detection 
of a sharply-demarcated triangular 
area of flatness and diminished 
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breath sounds. With the help of such 
findings, I recently diagnosed a for- 
eign body in the bronchus of a six- 
year-old child, who, when first seen, 
had been coughing for six weeks. 
The roentgenologist and a consult- 
ant preferred the diagnosis of pneu- 
monia and the postponement of 
bronchoscopic examination. Bron- 
choscopic suction removed small 
pieces of charred tobacco and puru- 
lent material. 


The chief role of heavy percussion 
and induced cough for treatment is 
to dislodge secretions which are 
blocking a bronchus and to get these 
secretions out of the tubes when the 
patient’s own efforts have not been 
effective because of pain, toxemia, 
posture, drowziness, etc. For condi- 
tions such as asthma and early virus 
pneumonia, where the partial ob- 
struction is largely due to narrowing 
of the lumen of the bronchus, stale 
air in the emphysematous lung usu- 
ally can be pushed out easily by 


heavy percussion but any relief from 
the change of air is temporary. Ney. 
ertheless, I have treated children, jl| 
with asthma, who demanded the 
repetition of the heavy percussion 
for most of the night. 

SUMMARY AND CONCLUSION 

A simple and safe procedure, 
namely, heavy bimanual percussion 
of the chest and induced cough, 
which has been used for the past 25 
years, has been described. 

The pathogenesis of atelectasis and 
of emphysema and the changes 
which result from these conditions 
have been reviewed because they 
furnish the rationale for this pro- 
cedure. 

For the patient, the changes which 
often result from heavy percussion 
of the chest and induced cough may 
be of definite benefit as treatment. 
For the physician, either the change 
or lack of change in physical find- 
ings provides valuable help in diag- 
nosis. 


& 


Rabies 


Prior to 1700, rabies was primar- 
ily a disease of wild animals, and 
dogs were not an important factor 
in harboring or spreading the di- 
sease. The first recorded outbreak 
among dogs occurred in Italy in 
1708. A few years later the disease 
spread to major cities in Hungary, 
Germany and France. In England, 
rabies were recognized among dogs 
in 1713. 

Now rabies is common in Russia, 
Spain, Africa, Japan and China, but 
is of lesser importance in some of 
the other European and Asiatic 
countries. Due to effective quaran- 
tine measures, rabies has seldom 
gained a foothold in England, Hol- 
land or Switzerland in recent years. 
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Australia and Hawaii are reported 
entirely free of it, both among wild 
animals and dogs. 


There is no evidence that rabies 
existed in either South or North 
America prior to colonization. Now 
it is common in Mexico and parts of 
South America. Historical archives 
of the State of Virginia indicate that 
rabies was prevalent in 1753, in 
North Carolina in 1762, and among 
dogs throughout New England dur- 
ing the years 1770-1785, and by 
1860 the disease had invaded most 
of the states east of the Mississippi 
River. California appears to have 
been free of rabies until 1899. 


G. W. Stiles, Rocky Mountain Med. Jl. 51: 102, 1954. 
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ORIGINAL ARTICLES 


Neurosurgical Lesions Characterized by 
Upper Extremity Pain 


Pain may be due to actual pressure on 
one or more cervical nerve roots or on the 
brachial plexus and not to neuritis 


W. GAYLE CRUTCHFIELD, M.D., Charlottesville, Virginia 


Conditions which give rise to pain 
in the shoulder girdle and arm are 
numerous, but in most instances the 
diagnosis is easily made, and the in- 
dications for treatment are well- 
defined. There is a smaller although 
significant group of cases in which 
the diagnosis is less easily made, and 
for which treatment is often delayed 
or improperly applied. It is the pur- 
pose of this discussion to deal with 
the problems presented by this 
group. 

Since the affected extremity usu- 
ally gives a normal appearance and 
its movements are painless and un- 
restricted, the attending physician is 
apt to think in terms of an untenable 
diagnosis, such as “brachial neu- 
ritis,” and therefore delay relief 
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from pain which may be almost in- 
tolerable and require large and re- 
peated doses of opiates with their 
attending complications. 

Pain in most of these patients is 
due to actual pressure on one or 
more cervical nerve roots, or to pres- 
sure on the brachial plexus, and not 
to neuritis, per se, as has been gen- 
erally believed. 


CERVICAL DISC LESIONS 


Rupture of cervical discs produces 
excruciating pain, and the syndrome 
is so characteristic that the clinical 
diagnosis is seldom in error. The on- 
set of pain may be sudden, and, since 
the left side is more often affected, 
a tentative diagnosis of coronary 
thrombosis may be considered.’ Neck 
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pain is negligible, or entirely absent. 
Pain is referred to the shoulder and 
arm, and occasionally to the wrist. 
At times, pain may also be referred 
to the upper anterior chest and scap- 
ular regions. Generally, there is 
numbness and tingling in one or 
more fingers which give an indica- 
tion of the level of involvement. In 
order of frequency, ruptures occur 
at C-6 (C-6 — C-7 interspace), C-5 
and C-7. The pattern of pain is 
essentially the same in all cases; 
therefore, the history of numbness 
and its distribution is extremely im- 
portant for the purpose of localiza- 
tion. Not infrequently numbness and 
tingling can be brought out for the 
first time by marked hyperextension 
of the cervical spine, and their dis- 
tribution is an almost infallible guide 
to the precise location of the lesion. 
When rupture occurs at C-6, there 
is numbness and tingling over the 
palmar surface of the thumb, first, 
and second fingers, usually most 
marked in the index finger. With 
lesions at C-5, impairment of sensa- 
tion is in the distribution of the ra- 
dial nerve, and it is most pronounced 
over the posterior aspect of the 
thumb and index finger. Protrusions 
at C-7, the least common site, cause 
sensory disturbance in the distribu- 
tion of the ulnar nerve which is 
most pronounced over the palmar 
surface of the fourth and fifth fing- 
ers. 


Many patients with rupture of a 
cervical disc find it almost impossi- 
ble to assume a recumbent position, 
because when they do the pain is 
greatly intensified, possibly due to 
engorgement of veins adjacent to 
the affected nerve root. 


In typical cases—and most are 
typical—examination reveals tender- 
ness to pressure over the spinous 
processes at the level of the rupture 
and pressure at this point may ac- 


1. Semmes, R. E., Murphy, F.: J.A.M.A., 121: 1209, 
1943. 
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centuate the pain in the shoulder 
and arm. Ordinary movements of 
the neck are free and painless. but 
extreme hypertension almost always 
intensifies the pain in the extremity, 
Tenderness to deep pressure over 
the brachial plexus may be elicited 
in every case. Impairment of sensa- 
tion in the hand may be demon- 
strated, but the patient’s description 
of its location is more reliable. Reflex 
changes are not unusual, but their 
absence is of no great significance. 
With lesions at C-5 the biceps reflex 
may be diminished, and with lesions 
at C-6 the triceps may likewise be 
affected. 


X-ray examination is important in 
that the cervical spine shows loss of 
its normal lordotic curve. Narrow- 
ing of the intervertebral space at the 
level of the ruptured dise may be 
found, but in many instances the 
intervertebral space is normal. 

Myelography is rarely indicated 
because of the clearly defined clin- 
ical picture. 53 of the 59 patients 
operated upon here* without mye- 
lography were found to have a rup- 
tured cervical disc. Five of the six 
negative explorations occurred early 
in the series before the characteristic 
clinical syndrome was well under- 
stood. 


In our experience, the role of 
trauma has not been impressive. 
When there is a history of injury, 
it is ordinarily of minor degree. No 
etiological factor is apparent, al- 
though ruptures occur at levels of 
greatest mobility; therefore, stress 
and strain at least play some part 
in the production of disc pathology. 
The average age of our patients was 
forty-four, the yougest was twenty- 
five, and the oldest, sixty-seven. 


Unless pain is diminishing, we 
recommend removal of the herniated 
#Many of these and other operations reported here 

were performed by Dr. Juan Martinez—G., and 


some were performed by members of our hous 
staff. 
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nucleus pulposus. Although there 
have been very few instances of 
spinal cord compression resulting 
from lateral herniations, potentially 
these lesions are far more serious 
than herniations in the lumbar spine; 
therefore, we have been more radi- 
cal in our aproach. Both halter and 
skeletal traction have been used in 
a small series of cases, but on the 
whole the results have been disap- 
pointing. Results from surgical treat- 
ment have been excellent. All pa- 
tients have been completely relieved 
of pain, and insofar as we have been 
able to determine there have been 
no recurrences. To date, 53 patients 
have been operated upon, and many 
of them have been observed over a 
period ranging from five to ten 
years. The period of post-operative 
disability rarely lasts more than four 
weeks, and these patients are al- 
lowed to return to whatever work 
they choose. 

Spontaneous relief of symptoms 
does occur, and in these cases the 
prognosis is also good. Whether re- 
lief from pain is the result of surgi- 
cal treatment, or spontaneous, the 
prognosis of patients with a cervical 
disc lesion, insofar as resumption 
of normal activity and freedom from 
recurrence are concerned, is far bet- 
ter than that of patients with a lum- 
bar disc lesion. 


ARTHRITIS OF THE CERVICAL SPINE 


The cervical spine, particularly its 
middle and lower thirds, is a favored 
site for arthritis. Perhaps a combina- 
tion of extreme mobility and trauma 
to which it is repeatedly subjected 
stimulate the arthritic process. Few 
persons beyond forty-five years of 
age fail to show some x-ray evidence 
of arthritis in this part of the spine, 
but most of them are unaware of its 
presence, and therefore require no 
treatment. 


Objective evidence of arthritis in 
the upper one-third of the cervical 
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spine is uncommon in that changes 
seen on x-ray examination usually 
begin no higher than the fourth ver- 
tebra. The arthritic process, there- 
fore, is more pronounced in that 
part of the spine through which pass 
nerve roots supplying sensation and 
motor power to the upper extremi- 
ties. When the circumference of the 
intervertebral foramina is greatly 
reduced in size due to hypertropic 
bone changes, pain may be referred 
to one or both upper extremities. In 
more advanced cases of this type,” 
there may be impairment of sensa- 
tion and motor power in the affected 
extremities. 


X-RAY EXAMINATION 


Patients with arthritis of the cervi- 
cal spine should be given the same 
general consideration as _ patients 
with this disease elsewhere in the 
body. Specific treatment is indicated 
for the relief of symptoms. 


As previously inferred, arthritis is 
not a problem for many patients, and 
it should be emphasized that symp- 
toms are not always in direct pro- 
portion to the degree of involvement 
as shown on x-ray examination. 


The largest group of patients with 
symptomatic arthritis is composed 
of those who usually tolerate their 
discomfort, or rely on simple meas- 
ures such as analgesic drugs and the 
local application of heat for tem- 
porary relief. They experience at- 
tacks of chronic and subacute pain 
in the neck during which there is 
moderate to severe limitation of 
motion. In most instances, they be- 
come reasonably comfortable within 
a few days. and continue their rou- 
tine activities without seeking medi- 
cal aid. 

When local pain persists with or 
without pains radiating to the upper 
extremities, and there is no objec- 
tive evidence of nerve injury, halter 


2. Crutchfield, W. Gavle, The Journal of the Ken- 
tucky State Medical Association, November, 1952. 
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traction is the initial treatment of 
choice. This can be used in the 
home, and we have found it bene- 
ficial in a large number of cases. We 
recommend to our patients that they 
use a pull of fifteen to twenty pounds 
for fifteen minutes twice daily for 
two weeks, or until they become 
more comfortable, then reduce the 
treatment to once daily. Within a 
few weeks the value of this form of 
treatment can be determined, then 
it may be discontinued or continued 
according to individual require- 
ments. 

When the arm pain is severe, and 
it does not respond to halter trac- 
tion, we do not hesitate to employ 
skeletal traction.* With this method 
of treatment, a much stronger and 
more constant force can be main- 
tained for an indefinite period of 
time. Usually within a week or ten 
days it can be determined whether 
or not traction is the answer to the 
patient’s problem. If, after this time, 
the arm pain is relieved, the patient 
is discharged from the hospital with 
directions to use halter traction at 
home. We do not advocate the use 
of a collar, because we believe that 
motion and exercise are necessary 
to maintain the decompression of 
nerve roots brought about by trac- 
tion. 


In a small group of patients, usu- 
ally over fifty years of age, the 
mechanism of pressure is such that 
it cannot be altered by traction or 
other forms of external treatment. 
The nerve exits are greatly reduced 
in size due to constriction of the 
intervertebral foramina, and to the 
presence of osteophytes which pro- 
trude from the vertebral bodies into 
the foramina. 


Pain in one or both arms, usually 
limited to or much more severe in 
one extremity, is the first manifesta- 
tion of nerve root compression, but 
3. Crutchfield, W. Gayle, S. G 


936. 


. & O., 63: 513-517, 





380 


it never comes with the suddenness 
and never reaches the intensity, as 
that caused by a ruptured cervical 
disc. Pain may be the only symptom 
for many months, then paresthesias 
and numbness develop in that portion 
of the hand supplied by the affected 
nerve roots. Later on these symp- 
toms may be followed by slight im- 
pairment of motor power in the fore. 
arm and hand, and atrophy of mus- 
cles which is more noticeable in the 
hand. 


The distribution of pain is similar 
to that caused by disc lesions, a cerv- 
ical rib, pressure from a. taut 
scalenus anticus tendon, and various 
other conditions; therefore, the diag- 
nosis, and particularly the treatment, 
of this type of nerve root compres- 
sion must be deferred until every 
effort has been made to rule out 
other etiological factors. The long 
history, age of the patient, marked 
diminution in the size of the inter- 
vertebral foramina as shown in the 
oblique x-ray views of the cervical 
spine, together with sensory disturb- 
ance in the hand corresponding with 
the level or levels of spinal involve- 
ment, leave little doubt as to the 
diagnosis. 

Since 1945 we have operated upon 
four patients who presented clinical 
and x-ray evidence of nerve root 
compression which we attributed to 
osteoarthritis of the cervical spine. 
In all cases, the operation was lim- 
ited to one side, and it was done for 
the purpose of decompressing the 
affected nerve roots. In most in- 
stances, three nerve roots were re- 
leased. Removal of bone included 
the posterior rim of the foramen, to- 
gether with that portion forming the 
posterior half of the canal to a lateral 
distance of 2 cm., or to a point where 
it was obvious that the nerve roots 
were freely movable.” 

At the time of the first operation 
we did not appreciate the signifi- 
cance of arthritis in the differential 
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diagnosis; therefore, that explora- 
tion for a ruptured disc was made. 
The suspected disc and the ones 
adjacent to it were intact, but an 
arthritic spur was found beneath 
the nerve root in question; there- 
fore, it was apparent that arthritis 
should be considered when studying 
patients with upper extremity pain. 
The other patients in this series were 
operated upon primarily for the pur- 
pose of decompression. 

Relief from pain was not always 
immediate and spectacular as it is 
following the removal of a ruptured 
disc, but all of these patients grad- 
ually became free from pain, and the 
progressive impairment of motor 
function was arrested. Because of 
irreversible changes in the affected 
nerves which had already taken 
place, sensory disturbance and re- 
duced motor power in the hand have 
not shown much improvement. 


CERVICAL RIBS 


The presence of cervical ribs must 


always be considered when studying 
patients with unexplained upper ex- 
tremity pain. In many patients they 
are of no significance, and go un- 
detected unless recognized accident- 
ally. Some supernumerary ribs are 
quite large, and eventually may 


cause serious disturbance in one 
or both upper extremities unless re- 
moved before irreversible changes 
occur. 


Cervical ribs usually arise from 
the seventh cervical vertebra, and 
they are bilateral in 70-80 per cent 
of cases but seldom cause symptoms 
on both sides. This anomaly is more 
often present in women, and the 
right side is more often affected. 

Symptoms rarely develop before 
the patient reaches adult life, and 
they usually come on _insidiously 
unless precipitated by trauma. A 
direct injury to the supraclavicular 
region, or a forceful downward pull 
on the shoulder, may initiate the 


onset of pain in the arm and numb- 
ness in the hand. 


Pain produced by a cervical rib 
may be limited to the shoulder gir- 
dle, or it may spread down the arm 
and into the hand. Usually, it is most 
pronounced over the inner side of 
the forearm, and there is a sensation 
of numbness and tingling over the 
ulnar side of the hand. Ulnar nerve 
symptoms predominate because of 
the upward pressure of the cervical 
rib against the lower trunk of the 
brachial plexus. In some cases the 
middle trunk is also affected, and 
then the neurological disturbance 
becomes more widespread and in- 
volves sensation and motor power 
supplied by the median nerve. When 
treatment is delayed, weakness and 
atrophy of the small muscles of the 
hand are not unusual. 

If the subclavian artery which 
passes over the cervical rib is com- 
pressed, vascular disturbances are 
present. These may be of a serious 
nature, but ordinarily patients ex- 
perience only attacks of “the arm 
going to sleep” brought about by 
certain positions of the shoulder gir- 
dle which further reduce blood flow 
to the extremity. 


IMPAIRMENT OF CIRCULATION 

The treatment of choice is remov- 
al of the rib, particularly if there 
is objective evidence of injury to 
the brachial plexus and/or serious 
impairment of circulation in the ex- 
tremity. Adson and Coffey* believed 
that decompression of the brachial 
plexus and subclavian artery by sec- 
tion of the scalenus anticus tendon 
would be adequate treatment, but 
in our experience this operation has 
failed to bring about satisfactory re- 
lief except in patients with minor 
complaints. Three of our 13 patients 
from whom ribs were removed had 
undergone section of the scalenus 
anticus tendon with only partial or 


4. Ad A. W., 


. son, A. Coffey, J. R., Annals of Surg., 
85: 839, 1927. ; 
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How MULL-SOy feeding from birth 
dispels the shadow of major allergy 


in potentially allergic infants 


POTENTIALLY ALLERGIC INCIDENCE OF MAJOR ALLERGY 
CHILDREN TO 6 YEARS 

(offspring or siblings of one or 

more persons with one or more 

allergic diseases) 


CONTROL GROUP #1°* 


(siblings of experimental group) 


CONTROL GROUP #2° 


nonrelated; (carefully selected 
from 4,710 children in 1,215 aller- 
gic families for similar parental 
and sibling allergic backgrounds) 


EXPERIMENTAL GROUP 


(Cow's milk withheld from birth; 
3 breast fed, 5 on meat base for- 
mulas, 88 on MULL-SOY; cow's 
milk introduced later) 


% 10 20 30 40 50 60 70 80 90 100 
*observed for same lengths of time as counterparts in experimental group. Table adapted from: Glaser, J., 
and Johnstone, D. E.: Prophylaxis of Allergic Disease in the Newborn, J. A. M.A. 153:620, Oct. 17, 1953. 


ULL S OF tiquia 


the original hypoallergenic soy food palatable—easily digested —and as 
—clinically successful for 20 years easy to use as evaporated milk 

in the prophylaxis, diagnosis, and ae ana 

therapy of milk allergy Standard dilution 1:1 with water 


comparable to cow’s milk in protein, In 15'%-fl.oz. tins through all drug 
fat, carbohydrate, and minerals— outlets 


Bordens PRESCRIPTION PRODUCTS DIVISION 350 Madison Avenue, New York 17 





temporary relief of symptoms. 


Removal of a cervical rib is a ted- 
jous and potentially hazardous pro- 
cedure, but with proper care and a 
piecemeal attack* it can be accom- 
plished with almost no fear of injury 
to the brachial plexus and subclav- 
jan vessels. 


SCALENUS SYNDROME 


Not infrequently the clinical ex- 
amination of a patient complaining 
of pain in an arm and numbness 
over the ulnar side of the hand leads 
to the presumptive diagnosis of cer- 
vical rib which is then made unten- 
able by a negative x-ray examina- 
tion. For this group of cases Noff- 
singer and Grant” applied the term 
“scalenus syndrome.’ 


The lower trunk of the brachial 
plexus and the subclavian artery lie 
in an angle formed by the scalenus 
anticus muscle and first rib, and it 
is probable that under certain con- 
ditions these structures are com- 
pressed to the point of causing 
symptoms. Symptoms do not appear 
until adult life; therefore, it is as- 
sumed that alterations of the thora- 
cic cage, together with perhaps some 
abnormality of the first rib, are 
responsible for the syndrome. 


Patients with the scalenus syn- 
drome have marked tenderness over 


5. Naffziger, H. C., Grant, W. T., S. G. & O., 67: 
722-730, 1938. 


the scalenus anticus tendon, and in 
some the radial pulse is obliterated 


when the arm is elevated above the 
head. 


Some patients are benefitted by 
sleeping on two or three pillows 
which support the neck in a flexed 
position, and thereby relax the sca- 
lenus anticus muscle. Others require 
tentotomy which is the treatment 
of choice in most cases. 


In carefully selected cases, the 
scalenus syndrome should be recog- 
nized as such, but one cannot escape 
the conclusion that it assumes less 
importance as our understanding of 
the mechanisms of upper extremity 
pain improves. 


CONCLUSIONS 


After excluding the large group of 
patients with upper extremity pain 
due to local conditions, or to disease 
processes which are usually discov- 
ered after a thorough physical exam- 
ination, there remains a substantial 
number whose problems are more 
difficult to solve. However, when the 
attending physician becomes famil- 
iar with the syndromes produced by 
lesions in the cervical spine and 
supraclavicular fossa, and adopts 
measures for their correction, he 
will recognize that few of these 
problems are without solution, and 
that “brachial neuritis” is a rare 
entity. 


& 


The Treatment of Pyogenic Skin 
Infections with lHlotycin 
Ointment (Erythromycin) 


Ilotycin (Erythromycin crystal- 
line 10 mg. to the gm. of ointment 
vehicle) was employed in the treat- 
ment of 53 cases of pyogenic derma- 
toses. The therapeutic results were 
excellent in impetigo, sycosis bar- 
bae and infectious eczematoid der- 
matitis of the ears. 
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Ilotycin ameliorated infected 
atopic eczemas, infected contract and 
fungus dermatoses, but had no effect 
on the basic process. There were no 
hypersensitivities encountered in 
this series. 


I. L. Schonberg, Ohio Med. Jour. 49: 1099, 1953. 
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Pain of ulcer is associated with 


hypermotility; the pain is relieved when abnormal 
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motility is controlled by Pro-Banthine.® 


a studying! the mechanism of ulcer 
pain, it is obvious that there are at 
least two factors which must be con- 
sidered: namely, hydrochloric acid 
and motility. 

“... Our studies indicate that ulcer 
pain in the uncomplicated case is in- 
variably associated with abnormal 
motility... 

“Prompt relief of ulcer pain by 
ganglionic blocking agents... coin- 
cided exactly with cessation of ab- 
normal motility and relaxation of the 
stomach.” 

Pro-Banthine (6-diisopropylami- 
noethyl xanthene-9-carboxylate meth- 
obromide, brand of propantheline 
bromide) is a new, improved, well- 
tolerated anticholinergic agent which 
consistently reduces hypermotility of 
the stomach and intestinal tract. In 
peptic ulcer therapy? Pro-Banthine 
has brought about dramatic remis- 
sions, based on roentgenologic evi- 
dence. Concurrently there is a 
reduction of pain, or in many in- 
stances the pain and discomfort 


emission of Ulcer Pain 


disappear early in the program of 
therapy. 

One of the typical cases cited by 
the authors? is that of a male patient 
who refused surgery despite the pres- 
ence of a huge crater in the duodenal 
bulb. 

“This ulcer crater was unusually 
large, yet on 30 mg. doses of Pro- 
Banthine [q.i.d.] his symptoms were 
relieved in 48 hours and a most dra- 
matic diminution in the size of the 
crater was evident within 12 days.” 

Pro-Banthine is proving equally 
effective in the relief of hypermotility 
of the large and small bowel, certain 
forms of pylorospasm, pancreatitis 
and ureteral and bladder spasm. 
G. D. Searle & Co., Research in the 
Service of Medicine. 


1. Ruffin, J. M.; Baylin, G. J.; Legerton, C. W., 
Jr., and Texter, E. C., Jr.: Mechanism of Pain in 
Peptic Ulcer, Gastroenterology 23 :252(Feb.) 1953. 
2. Schwartz, I. R.; Lehman, E. ; Ostrove, R., and 
Seibel, J. M.: A Clinical Evaluation of a New 
Anticholinergic Drug, Pro-Banthine, Gastroenter- 
ology 25 :416 (Nov.) 1953. 
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of hyperacidity with TREVIDAL® 


Prescribe Trevidal to protect your patients from the damag- 
ing and irritating action of excess hydrochloric acid. Trevidal, 
neutralizes gastric hyperacidity immediately, effectively, and 
safely and also coats irritated stomach surfaces. Trevidal pro- 
vides in each pleasant-to-take tablet calcium carbonate, mag- 
nesium carbonate, aluminum hydroxide, and magnesium 
trisilicate, balanced to avoid constipation, diarrhea, or alkali- 
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Recognition of Early Symptoms of The 
Psychoses 


The family physician’s intimate acquaintance 
with the patient should enable him to recognize 
some of the early signs of mental illness 


C. H. HARDIN BRANCH, M.D., Professor and Head, Department of 
Psychiatry, College of Medicine, University of Utah, Salt Lake City, 
Utah and DAVID E. REISER, M.D. Resident Physician in Psychiatry 


The reason for seeking medical 
help is almost invariably expressed 
as a physical complaint which re- 
quires medical investigation; only 
the physician’s knowledge will en- 
able him to realize that a psychotic 
illness is present or imminent. Most 
symptoms which occur early in a 
psychosis can be seen also in “nor- 
mal” persons; their recognition as 
pathological requires wide knowl- 
edge of the patient and his culture. 
The family physician’s intimate ac- 
quaintance with the patient is in- 
valuable in early diagnosis. In men- 
tal illness causality is usually not 
clear, etiology is generally a multi- 
ple-factor affair, and there are few 
cases in which laboratory findings 
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are of great help. So common a 
symptom as anxiety cannot be de- 
fined without travelling through the 
entire psyche-soma spectrum. The 
physician must attempt a total eval- 
uation of the person and his illness 
from the very first contact with the 
problem. Concentration on one fac- 
et of the illness at a time, unless 
clinical practicality makes it manda- 
tory, may lead the patient to feel 
that the physician is experimenting; 
and if the emotional aspects of the 
situation are considered only as a fi- 
nal gesture of despair, the patient 
may feel repudiated and even con- 
demned. 

It might be practicable to consider 
the early symptoms of the psychoses, 
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as a group, since the initial problem 
is to discover whether or not the 
patient is demonstrating great de- 
parture from the normal range of 
mental and emotional activity. We 
can consider first the question “Is 
this patient psychotic?” before we 
mention briefly the special findings 
in some of the clinical entities. 


Few patients with an early psy- 
chosis seek medical help. Though 
he may admit extreme discomfort 
in various areas, he needs a great 
deal of encouragement from his 
family before he will visit a phy- 
sician. This may be due to disinterest 
or inertia, to depression or a feel- 
ing that he is not worth anyone’s 
concern; but the physician will note 
the difference between this attitude 
and that of the usual ill person or 
that of the hypochondriac. 


Quite often, too, there is marked 
variance between the complaint as 
presented by the patient and as 
described by the family. The patient 
may give a host of vague somatic 
symptoms, usually poorly defined 
and overlapping, with his psychic 
difficulties expressed as “inability 
to concentrate,” etc., while the fam- 
ily will notice specific changes, as al- 
ternations in routine, irritability, se- 
clusiveness and the like. Care should 
be taken in evaluating the family’s 
story, however, since there is a ten- 
dency to estimate the degree of the 
illness in terms of the disruption of 
the family’s routine. “Improved,” 
may simply mean “less annoying.” 
Similar -value-judgments must be 
made on statements (from either 
the patient or the family) regarding 
the cause for the disturbance. The 
illness may seem to them to be a 
prolonged convalescence from an op- 
eration, or may be attributed to con- 
cern over financial or domestic mat- 
ters. One should be suspicious if 
the individual has met similar situa- 
tions previously without difficulty. 
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Significant information can be 
gained from observation of the p 
tient and his family in the waiting 
room. Restlessness, disinterest 
irritability on the part of the pa 
tient, oversolicitude or hostility on 
the part of the family — these im 
pressions may be valuable in put 
ting together the final picture. If 
is usual to separate the patient from 
the family for the initial interview, 
unless there is a strong objection, 
and some part of the interview must 
be devoted to the patient alone. 
There is a marked contrast between 
the self-sufficient youngster who 
comes to the physician’s office alone 
and the schizoid young adult who 
comes reluctantly, attended by 
some members of his family. The 
usual history and examination can 
proceed along whatever lines are 
indicated. An early psychosis must 
be suspected if the complaints are, 
poorly defined as fatigue, disinter- 
est and the like, but accompanied 
by changes in habits which indicate 
a pervasive disturbance. Once the 
physician has become alerted to this 
possibility, he can usually proceed 
with his routine, since many of the 
specific psychiatric questions lead- 
ing to a diagnosis can be answered 
in the natural course of contact 
with the patient. 


Of primary importance is _ the 
physician’s over-all impression of 
the patient’s personality, viewed 
against the background of his own 
cultural group and against his pre- 
vious personality picture. This eval- 
uation is intuitive, but is none the 
less valuable for that. Knowledge 
of the patient’s culture is essential; 
adolescent behavior would seem bi- 
zarre indeed if we did not know of 
the fads, frenzied activities and cus- 
toms of dress which are sometimes 
characteristic of this group. One of 
our patients was believed to be hal- 
lucinating because he spoke of hear- 
ing voices over the telephone on the 
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With des routine, Gitman and Kaplowitz! obtained 15 live births from 17 women with his- 
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“busy” signal; fortunately one of 
the group knew of the teen-age fad 
of talking on the “busy” signal. 
Similar detailed knowledge of re- 
ligious attitudes, racial character- 
istics, educational levels, etc., is in- 
valuable in assaying the patient’s 
personality as compared to the cul- 
tural norm. 


Our emotional responses to the 
patient can be extremely valuable 
in a personality inventory. The 
physician’s own reactions may be 
extremely sensitive to depressions, 
to seclusiveness, inappropriate be- 
havior, inattention, disinterest and 
similar important diagnostic points. 
With schizophrenic patients, espec- 
ially, the physician will feel vague- 
ly uncomfortable; he will have the 
impression that there is no real 
conversational contact, and may feel 
bored or annoyed at the patient’s 
vagueness, uncertainty and appar- 
ent evasiveness. 


Similarly, with the depressed pa- 
tient, the physician may feel that 
the conversation is an uphill job, 
not because the patient is particu- 
larly disinterested but because his 
mind is moving slowly. Or he may 
feel the breathless intensity of the 
hypomanic, whose energy output is 
markedly increased. Trusting one’s 
impressions in these matters is 
simply a matter of realizing the 
value of subtle, differentiations. We 
are accustomed to these value judg- 
ments with regard to people, and 
need only to correlate them with 
such other findings as are available 
to us. 


Specific examination with regard 
to thinking processes may not be 
necessary, for such qualities as 
orientation, memory, intelligence, 
etc., will be demonstrated in the 
natural course of the examination. 
If the physician is in doubt, simple 
tests and questions, or rechecking 
the patient’s statements will us- 
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ually effect some clarification. This 
is especially important in the early 
organic psychoses, in which the pa- 
tient tends to give very positive 
statements in order to cover up his 
lack of memory. 








Hallucinations are usually not an 
early finding in the psychoses, ex- 
cept in the toxic confusional states 
such as delirium tremens, but should 
be mentioned because of their sim- 
liarity to the ideas of reference com- 
mon among adolescents and, of 
course, early schizophrenics. There 
is no sharp dividing line between 
the thought, “I wonder if they’re 
talking about me,” and the illusion, 
“T heard something they said; it 
sounded like my name,” and the hal- 
lucination, “I heard them mention 
me by name.” Only the persistence 
of the ideas and the patient’s reac- 
tion to them can give the physician 
the impression that hallucinatory 
phenomena are becoming part of the 
early picture. 

















Delusions also present a problem 
in early diagnosis. Nihilistic delu- 
sions. of the type seen in involu- 
tional melancholia, in which the pa- 
tent insists he has no stomach or no 
blood, may appear first as a com- 
plaint of a cessation of activity on 
the part of one or more organs. but 
are usually not diagnosed as delu- 
sions until they appear full-blown. 
Similarly. delusions of grandeur ap- 
pear in the early stages of such con- 
ditions as the manic-devressive 
psychosis only as exaggerated optim- 
ism, expansion of a business or an 
insurance program. They may be 
suspected if there is a history of a 
previous manic or depressive epi- 
sode, but even under these condi- 
tions are difficult to evaluate. 

















Paranoid delusions are especially 
troublesome, since they sometimes 
depend simply upon an interpreta- 
tion of situations and are thus not 
accessible to proof. In other in- 
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stances, they are so complicated 
and involved and at the same time 
so logical that the physician may ac- 
cept them at their face value. Fairly 
realistic paranoid thinking appears 
in the borderline psychotic who feels 
that his activities are being cur- 
tailed, and in the person who is 
seeking compensation for an illness 
or an injury and shows more inter- 
est in the battle between him and 
the organization than he does in 
his own disability. 


In most cases, when the patient 
expresses ideas of persecution, in- 
fidelity of the spouse or similar 
thoughts which could be paranoid, 
the physician would do well to re- 
serve judgment until additional in- 
formation can be obtained. Families 
are quite often unreliable in evalu- 
ating these situations since, as in 
the classic “folie a deux,” they may 
accept wholeheartedly the paranoid 
delusional system or, at the other 
end of the scale, react with hostility 
and vindictiveness toward the pa- 
tient. The paranoid patient often 
shows a good deal of interest in the 
physician’s notes and records, and 
in general throughout the examina- 
tion, shows a level of intellectual 
ability somewhat above his educa- 
tional level. 


SOMATIC COMPLAINTS 


The patients who show early signs 
of depression usually have sufficient 
somatic complaints to justify their 
visit to a physician. Since these tend 
to be older people, the somatic com- 
plaints may center around previous- 
ly affected skeletal parts or organ- 
systems and may mask the depres- 
sion which is actually the cause of 
the difficulty. With very little en- 
couragement, however, the patient 
will describe his or her worries, de- 
pression and feelings of worthless- 
ness. Inability to make decisions is 
a common early complaint, and the 
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somnia on whatever problem is fac- 
patient is inclined to blame his in- 
ing him at the moment. In some 
cases the physician will justifiably 
feel that a certain amount of worry 
and indecision is natural under the 
circumstances (when the patient is 
concerned over building a house, for 
example); in others, there will be no 
question as to the unrealistic and 
self-condemnatory nature of the pa- 
tient’s preoccupation. The physician 
may be alerted to the unreal quality 
of the depression and the guilt by 
the fact that realistic reassurance on 
his par will temporarily relieve the 
patient, but new reasons will always 
be found for worry and self-depre- 
ciation. 


SPECIFIC PSYCHOSES 


No attempt has been made to dis- 
cuss the specific psychoses which 
may be recognized. As with many 
other illnesses, they are extremely 
difficult to categorize in their very 
early forms, and it has seemed more 
important to discuss general indica- 
tions that emotional disturbances 
are significantly present in a given 
patient than to outline the diagnostic 
criteria for the full-blown psychosis. 


If a primary psychiatric illness be 
found, the psychotherapeutic pro- 
cess must begin with the physician 
who makes the diagnosis. And an 
important step in this process—per- 
haps the most important step—is 
the method of referral. Many people 
with emotional disturbances or men- 
tal illnesses feel lonely, frightened 
and ashamed, and if they, or their 
families, sense in the trusted physi- 
cian some of these same emotions 
with reference to them, their own 
discomfort is increased. It is true 
that many patients dislike the sug- 
gestion that emotional problems may 
lie at the root of their illnesses; pa- 
tients also dislike injections, medi- 
cines and hospitalization. We do 
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them no kindness, however, if we 
do not approach all these problems 
with the same sympathy, under- 
standing and concern for the pa- 
tient’s welfare. 


CONCLUSIONS: 


1. The psychiatrist is seldom the 
first physician to see a psychologic- 
ally ill patient. 

2. Since early diagnosis is often of 
prime importance in_ successful 
treatment of the psychoses, the non- 
psychiatric physician should be in a 
position to recognize some of the 
prodromal or early signs of these 
illnesses. 


3. Some characteristic symptoms 
and signs can be described, but gen- 
erally speaking the physician is 
forced to rely on subtle personality 
shadings and alterations from previ- 
ous behavior patterns. The longitud- 
inal history known to the family 
physician may be the key to the 
diagnostic problem. 


4. Though psychotherapy rightly 
begins with the first investigation of 
the problem, specific help may be 
indicated; in these cases, the atti- 
tude of the referring physician must 
be such as to relieve the anxiety and 
shame of the patient and his family. 


& 


Syndrome of Anemia, 
Dysphagia and Glossitis 
(Plummer-Vinson Syndrome) 


An iron-deficiency anemia, with 
chronic dysphagia and glossitis in 
women between 40 and 50 years of 
age, is now known as sideropenid 
dysphagia. The entity has borne the 
name of Plummer-Vinson syndrome, 
but the characteristics of the dys- 
phagia and anemia had received at- 
tention in medical literature before 
Vinson’s report in 1922. The patient 
complains of choking, or fear of 
choking, and delayed swallowing of 
food localized at the cricoid area of 
the neck. The onset of the dysphagia 
may be sudden but is often insidious 
and periodic. Frequent associated 
complaints are weakness, fatigue, 
nervousness and “dyspeptic” symp- 
toms. Fissures at the corners of the 
mouth, pallor and atrophic mucous 
membranes of the oropharynx and 
tongue are usually noted. The 
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anemia is usually moderate. The 
syndrome can only be set apart from 
typical iron-deficiency anemia by 
the presence of the characteristic 
dysphagia. The anemia may precede 
or follow the onset of dysphagia. 

Rapid correction of the hypochro- 
mic anemia and the mucous-mem- 
brane changes with the IV use of 
iron while the patient is on a full 
diet and rapid regeneration of the 
mucous membrances by means of 
full feeding, without supplemental 
iron or vitamins can usually be 
made. These patients will recover 
on iron by mouth and neither tube 
feeding nor IV administration of 
iron is essential therapy. Sacchar- 
ated iron IV rapidly corrects the 
anemia. 


J. T. Howell, et al., New England Jour. of Med. 
249: 1009, 1953. 
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Hemiplegia: Treatment in the Acute Phase 


The cause — trauma, neoplasm, inflammation, 
vascular disease — determines, to a large extent 
the character of the early treatment 


E. ¢ 
3... 


Hemiplegia may result from trau- 
ma, neoplasm, inflammation, and 
vascular disease. The cause will de- 
termine to a large extent the charac- 
ter of the early treatment; it will in- 
fluence the prognosis and the goals 
of therapy. 


Aphasia may make communica- 
tion with the patient difficult and 
hinder the process of retraining. The 
conditions make the problem of re- 
habilitation difficult; the outlook for 
benefit is better for young patients, 
particularly children. In general, 
these young patients can be expect- 
ed to become independent from the 
standpoint of selfcare. 


The common stroke is the most 
frequent cause of hemiplegia. If in 
stupor, treatment is primarily good 
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»» ELKINS, M.D., Rochester, Minnesota and 
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nursing care. An adequate airway 
should be maintained. This may re- 
quire repeated aspiration of mouth 
and pharynx, and a mixture of O, 
and Co, if there is any doubt about 
adequate oxygenation of the blood. 
Early and adequate evacuation of 
the bladder and bowel; frequent 
turning in bed, especially for the 
aged; use of side rails or even re- 
straints may be necessary to prevent 
harm during periods of restlessness 
and confusion. 

Evidence indicates that cerebral 
vasodilation cannot be brought about 
to any beneficial degree; there is 
some evidence that if significant vas- 
odilation could be produced it would 
be harmful. 

If symptoms do not progress the 
patient may become active within 
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10 days. The most common deformi- 
ties are: (1) stiff and painful shoul- 
der with contraction of pectoralis 
major muscle, (2) flexion of the el- 
bow with pronation of the forearm, 
(3) flexion of the wrist and fingers, 
(4) flexion and external rotation of 
the hip, (5) flexion of the knee, and 
(6) equinus deformity of the foot. 


These deformities can be pre- 
vented or minimized by proper posi- 
tion and support of the extremity. 
Changes of position at regular inter- 
vals can correct the tendency toward 
flexion deformities of the hip and 
knee. These occur particularly when 
the patient is lying on his side or as 
a result of improper use of pillows 
under the knees. A small pillow 
under the axilla helps to maintain 
the shoulder in a position of partial 
abduction. Cock-up splints or other 
simple splints prevent most flexion 
contractures of the wrist and fingers. 


Joints of the paralyzed extremity 
are moved through a normal range, 
each joint through as complete a 
range of motion as is possible with- 
out force. Heat and massage are 
used if pain and contracture are 
present. In addition to passive exer- 
cises, if to be in bed longer than two 
weeks, the patient can be taught to 
use an overhead pulley for exercise 
of the uninvolved side. A sling may 
be attached to the paralyzed leg and 
arm in a manner that will enable 
him to use the normal arm to ex- 
ercise passively the involved side; 
as function returns to any group 
of muscles re-education exercises 
should be’started by carefully tug- 
ging on the tendons and stimulating 
the stretch reflex, after which the 
patient should attempt active volun- 
tary motion of the same muscles. 
Massive reflex movements may be 
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utilized in the early stages of train- 
ing to establish usual patterns of 
motion. As reflex or spastic volun- 
tary movement becomes more :on- 
trollable, coordination exercises may 
be added. First the patient should 
attempt gross slow movement and as 
he improves he attempts finer co- 
ordination. 

During rest in bed the patient can 
carry out some self-care, as feeding 
and washing himself by using the 
uninvolved side. By use of his good 
arm he can help prevent contracture 
of the involved side by exercising 
the fingers and shoulder passively. 
In the nonparalyzed extremities, 
specific supervised, active and grad- 
ed resistive exercises improve mus- 
cular strength and endurance. 

If progress is rapid during the 
first few days of illness encourage 
him to sit on the edge of the bed for 
increasing periods, sit in a chair 
or be assisted to stand at the side 
of his bed, assume more responsibil- 
ity for self-care. 

Occupational therapy provides 
further supervised exercises for the 
paretic hand, as well as diversional 
activities to encourage the use of 
normal extremities, may be worked 
out by the family or patient, even 
if it consists of no more than but- 
toning a shirt, turning the pages of 
a book, or working with puzzles. Re- 
education and retraining of muscles 
which are beginning to function 
should be increased to the point 
at which active use of these muscles 
can be encouraged. Care is taken to 
see that he does them correctly. Oth- 
erwise he may increase incoordina- 
tion. When able to sit up for con- 
siderable periods without fatigue, 
begin more strenuous rehabilitation. 


E. C. Elkins & J. G. Rushton, Journal-Lancet, 73: 
496, 1953. 


CLINICAL MEDICINE 



























































































































































CURRENT LITERATURE 


Management of Urinary Tract Infections 


The most important cause of persistent 
and recurrent infection is an obstruction 


of the urinary tract 


S. W. MULHOLLAND, 


Obstruction in the urinary tract 
is the most important cause of in- 
fection which persists or recurs. It 
occurs in children and in women as 
well as in men. Not long ago, blad- 
der-neck obstruction and stricture 
of the urethra were considered di- 
seases of the adult male. We now 
know the adult female can have 
the same pathologic changes with 
the same results. Congenital defor- 
mities frequently produce obstruc- 
tion in the very young patient. 
Stones, kinks, ptosis, and diverticula 
are other common causes of obstruc- 
tion. 

The treatment of obstruction in 
the urinary tract is surgical correc- 
tion. Results from the administra- 
tion of any drug can be expected 
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only when adequate drainage has 
been established. 

In women the most common ob- 
structive lesions are from trauma 
of childbirth. The physiologic dila- 
tion of the ureters during pregnancy 
may not subside following delivery 
if infection intervenes. 

Another common lesion relating 
to pregnancy is urethral diverticu- 
lum. This results either from the 
trauma of childbirth or from infec- 
tion and abscess of the periurethral 
glands. Often the diagnosis is not 
made because attention is directed 
only to the bladder and upper urin- 
ary tract. In all infections of the 
urinary tract, a simple but essential 
procedure is urethroscopic examina- 
tion. The treatment of an infected 
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diverticulum is complete excision. 

Strictures of the urethra are com- 
monly found in women; treated by 
dilation with sounds or by endos- 
copic resection of fibrous or redun- 
dant tissue at the bladder neck. 

Cystoceles may be found by va- 
ginal and cystoscopic examination 
and measurement of residual urine. 
Treatment is directed toward pro- 
viding support for the bladder and 
promoting better drainage. 

In infants and young children, ob- 
structive lesions are usually con- 
genital. A pinpoint opening of the 
external meatus is common in the 
male and is easily treated by meato- 
tomy. Congenital posterior urethral 
valves and fibrous contracture at the 
bladder neck frequently lead to in- 
ability to empty the bladder with re- 
sultant infection and back pressure 
to the kidneys. Failure to recognize 
and make an early diagnosis of these 
conditions may result in a perma- 
nent renal damage and lead to the 
development of renal rickets. Re- 
cently seen was a 5-year-old boy 
who, for several years, had been 





Effects of Testosterone 
Implants in Men with 
Defective Spermatogenesis 


The effect of implanting 2 and 3 
100-mg. pellets of testosterone sub- 
cutaneously has been studied in 56 
men presenting seminal deficiencies 
of one kind or another. These men 
received a total of 67 implants—28 of 
200 mg. and 39 of 300 mg. No signifi- 
cant overall effects on volume and 
seminal morphology were seen, but 
there was a highly significant over- 
all increase in motility with both 
doses of testosterone, and in density 
with 300 mg. implants. 
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treated for anemia and rickets. At- 
tention had not been given to his 
difficulty in voiding. The diagnosis 
and treatment of these urethral ob- 
structions are determined through 
using miniature cystoscopes and re- 
sectoscopes, while the patient is un- 
der general anesthesia. 


It is a good rule to identify the 
offending organism at the onset and 
then to institute specific therapy: 
failure means complicating factors. 


The patient can obtain pH of the 
urine by using nitrazine papers 
three or four times daily. If the 
urine is persistently strongly alka- 
line, a urea-splitting organism may 
be present. Any attempt at acidifica- 
tion is of no avail. Many of the anti- 
septics in common use act in either 
acid or alkaline medium; however 
once specific therapy is decided, 
treat the infection vigorously as to 
dosage and duration. 

Foci in other parts of the body 


should be dealt with according to 
indications. 






S. W. Mulholland, et als., Jour. Amer. Med. Wom 
en’s Asso., 8: 393, 1953. 







The wives of 20 of the men be- 
came pregnant on 22 occasions, all 
within 6 months of implantation; 5 
pregnancies ended in abortion, the 
remainder going to term. 

It is suggested that moderate de- 
pression of sperm density (15-20 
millions per ml.) or poor motility 
(other than extreme) with fair or 
good density offers the best chances 
of improvement after testosterone 
implantation. 





G. I. M. Swyer, British Medical Jour., No. 4845: 
1080, 1955. 
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CURRENT LITERATURE 


Rapid Control of Uncomplicated Diarrhea 


Patient’s receiving this drug appeared to be 
more readily controlled than those receiving kaolin 
and pection or bismuth and paregoric 


H. K. GABROY, M.D., Norwood, Pennsylvania 


At least 20% of all patient calls 
in our practice are for G.I. upsets 
and diarrheal syndromes. 

The diarrheas range from violent 
types with frequent watery stools 
and vomiting, to increased stool fre- 
quency which is only mentioned by 
the patient when the duration of the 
condition has made it annoying. Ab- 
dominal discomfort and cramps are 
frequent and often are the one com- 
plaint. The causes are enteric in- 
festation, epidemic infection, tainted 
and grossly contaminated foods, 
drug-induced G.I. upset and serious 
G.I. disease. 

The great majority of cases are 
self-limiting. The patient is made 
acutely uncomfortable for a few 
days and wants to get better; he does 
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not care why he is sick. The expense 
of laboratory diagnosis is prohibi- 
tive, unless it is justified from the 
history of the case, the violence of 
the diarrhea, or the duration of the 
condition. As a consequence, it is in- 
frequent that we attempt to estab- 
lish the specific etiologic factors ex- 
cept as is possible from a careful 
history. 

A severe enteric infection requires 
diagnosis and special attention when 
it does not respond to routine ther- 
apy. 
The most frequently encountered 
diarrheas appear to be communic- 
able and widespread. Calls come 
from a number of patients at the 
same time. Often other members of 
the household have had, or will get 
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subsequently, a G.I. upset. Nausea 
and vomiting and abdominal cramps 
are apt to be associated. 

The procedure for all patients and 
with all medications was the same. 
Bed rest for 24 hours, or until the 
diarrhea cleared. For abdominal 
cramps an antispasmodic of the bel- 
ladonna family. All food except 
weak tea and clear soup was with- 
held for the first day, and in many 
instances only cracked ice was per- 
mitted. When nausea and diarrhea 
were under control, a soft diet was 
permitted as desired by the patient. 

Results are reported on 150 con- 
secutive cases of diarrhea as encoun- 
tered in our practices—age 1 to 80 
years. The apparent causes included 
dietary indiscretion and contamin- 
ated foods but were for the most 
part infectious diarrhea of unknown 
origin. 

In the first 60 cases, it became 
quickly apparent that the patients 
receiving Resion® were controlled 
more readily than the patients 
receiving either kaolin and pectin or 


Trigeminal Neuralgia: 
Massive Vitamin B12 Therapy 


The apparent success of small 
doses of vitamin B,, in relieving the 
neuropathy of pernicious anemia 
and in the treatment of certain peri- 
pheral neuritides suggested massive 
doses of the preparation in the treat- 
ment of trigeminal neuralgia. 

Seventeen patients with trigemin- 
al neuralgia have been treated with 
100 micrograms of vitamin B,. IM. 
daily over a 10-day period. 

In 4 cases previously treated with 
surgery or alcohol nerve blocks, de- 
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bismuth and paregoric. 132 patients 
received Resion, of whom 108 were 
controlled in less than 12 hours: 16 
between 12 and 36 hours, and 10 
within the 36-hour period. This 8% 
failure compares with 60% and 50% 
respectively in the small kaolin-pec- 
tin and bismuth-paregoric groups. 

Those with antibiotic diarrhea 
who were placed on Resion did not 
respond until the antibiotic was 
stopped. 

A total of 150 consecutive cases of 
diarrhea were treated empirically. 
The first 60 were divided into 3 
groups, one receiving kaolin and 
pectin, one bismuth and paregoric 
and one Resion. 

Resion provided the most rapid 
and thorough relief and was used in 
cases of failures on the other drugs. 
The other 90 patients also were 
treated with Resion. 

The cases were classed as failures 
if diarrhea persisted after 36 hours. 
Prolongation of therapy after that 
time was of no value. 








































































Amer. Jour. Dig. Dis., 20: 395, 1953. 












lay of pain relief with vitamin B,, 
was noted, but was eventually satis- 
factory. 








Six had complete relief lasting 
from 2 to 8 months, and 2 satisfac- 
tory relief. 







The results warrant continued in- 
vestigation of this management of 
trigeminal neuralgia. No untoward 
reactions have been observed. 











Eben Alexander, Jr., C. 
Jour. 14: 206, 1953. 






H. Davis, Jr., N. C. Med. 
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CURRENT LITERATURE 


Diagnosis and Treatment of Gouty Arthritis 


Once one of the precipitating 
factors has been identified, it should 
be respected for all time 


J. H. TALBOTT, M.D., Buffalo, New York 


The diagnosis is made on clinical 
features of the acute attack; eleva- 
tion of serum uric acid and response 
to an adequate quantity of col- 
chicine. 

The onset of distress is sudden, 
moderate or severe pain may appear 
within a matter of a few minutes. 
The peripheral joints of the extrem- 
ities are the sites of predilection. The 
attack may be monarticular or mi- 
gratory polyarticular. A severe at- 
tack sends a patient to bed while a 
mild attack may be handled with 
little change of the routine of living 
and working. Redness, swelling, ten- 
derness and heat, in and about the 
affected joint confirm the subjective 
findings. Temperature of 102° or 
103° together with leucocytosis 
should not divert the physician to 
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another explanation for these find- 
ings. 

Precipitating agents as over-in- 
dulgence in food or alcohol, sudden 
change in weather, exposure to cold 
or dampness, even emotional dis- 
turbances, may be followed by acute 
gout. A mild or severe infection, a 
surgical operation or dental work, 
a mercurial diuretic, penicillin ad- 
ministered parenterally, ergotamine 
tartrate, liver extract, and vitamin 
B substances, and finally, direct in- 
jury, mild or severe, may be fol- 
lowed by articular distress in sus- 
ceptible individuals. 

Increased uric acid in the serum 
is of considerable diagnostic signifi- 
cance. If any anti-rheumatic given 
immediately preceding the collec- 
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tion of blood, uric acid report may 
show no increase. The lower limit of 
the serum uric acid value for pa- 
tients with gout is 6 mg. per 100 
c.c.; range for most 6 to 10, a few 15 
or 20 mg. The range for serum uric 
acid in the nongouty is 3 to 5 mg. 

The acute attack is best treated 
by oral colchicine 0.5 or 0.6 mg. 
tablet (1/120-1/100 gr.), one every 
hour, or 2 every 2 hours, and con- 
tinued without interruption until the 
onset of gastro-intestinal distress or 
great improvement in joint pain. The 
number to produce this distress is 
from 8 to 12—“full course”; colchi- 
cine stopped and a gastric sedative 
such as paregoric so long as 
the side action persists. Further col- 
chicine is given after a lapse of 
36 to 48 hours. Most patients with 
acute gouty arthritis will respond 
to a “full course” of colchicine, if 
the regimen is started soon after 
the appearance of articular symp- 
toms. A delay of 12 or 24 hours may 
inhibit the response to colchicine. 
If one or more joints are severely 
afflicted, bed rest is obligatory. A 
cradle for the bed covers usually is 
desirable. A high fluid intake is in 
order, plus aspirin, and codeine in 
some cases. A barbiturate for sleep- 
ing. 

The uricosuric agent of choice for 
the “between” period is Benemid, 
which causes partial inhibition of re- 
sorption of the urates by the tu- 
bules with a resultant increased ex- 
cretion of uric acid in the urine. 
Benemid is given orally in tablet 
form (0.5-Gm.) 2 to 4 times daily. 
The effect upon uric acid metabolism 
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may be detected within a few hours 
and persists only so long as the 
Benemid intake is maintained. With 
cessation of ingestion, within 24 
hours the uric acid concentration at 
its previous level. Hence, periodic 
ingestion must be maintained if de- 
sired benefits are to be achieved. 

Most of the patients in our series 
receiving Benemid are taking 1.5 or 
2 Gm. daily in divided doses. Some 
patients in our series have been 
on Benemid daily for more than 3 
years. 

Because, with increased excretion 
of uric acid in the urine, the ten- 
dency to urate calculi is enhanced 
but this chance does not warrant 
cessation of Benemid. Discontinue 
for a few days if symptoms sugges- 
tive of renal colic appear. 

Foodstuffs high in purine sub- 
stances such as liver, sweet breads, 
kidneys and anchovies should be ex- 
cluded from the diet, which should 
be balanced. A liberal portion of 
red meat is permitted daily if the 
patient desires it. The need for 
avoidance of a high-fat diet and 
obesity is obvious. 

Once a precipitating factor has 
been identified, it should be respect- 
ed for all time. At the first sign of 
joint distress, or with the appearance 
of such factor, colchicine at hourly 
intervals should be given. At the 
end of 3 or 4 hours colchicine may 
be discontinued if the attack does 
not materialize. It is better to take 
a few extra doses of colchicine in 
such instances than to wait for de- 
velopments. 





























Current Medical Digest, 20: 27, 1953. 
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Nasal Bleeding 


CURRENT LITERATURE 


After location of the bleeding site, 
hemorrhage may be controlled by the use 
of hemostatic agents and/or tampons 


IRVING MUSKAT, M.D., Harvey, Illinois 


Nasal bleeding is usually slight 
and stops spontaneously, but it may 
be so severe as to endanger life. In 
a large series, except in those cases 
due to trauma, 40% had hyperten- 
sive disease or arteriosclerosis or 
both, diagnosed previously, and of 
those past 60 years, 60% had hyper- 
tension. 

When bleeding is severe or when 
the first emergency measures are 
unsatisfactory, the patient should be 
immediately hospitalized, morphine 
given to allay anxiety and shock, 
and the transfusion of whole blood 
to replace a massive blood loss. 
Transfusion has no value in purpura 
haemorrhagica, may be relieved by 
splenectomy. 

The first measure is to remove any 
inadequate packing and to remove 
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all blood clots by suction or irriga- 
tion with boric solution or weak hy- 
drogen, peroxide, followed by the 
rapid insertion of cotton pledgets 
dipped in hydrogen peroxide, adren- 
alin-cocaine solution, or other vaso- 
constricting agents. This maneuver 
often controls bleeding sufficiently 
to inspect and attack the bleeding 
site for permanent control. A valu- 
able instrument for this purpose is 
a combined suction and desiccating 
cannula, of which there are several 
on the market, designed to clear the 
bleeding area and to apply a desic- 
cating current to the bleeding vessel 
at the same time. It may be neces- 
sary to infract a turbinate or per- 
form a submucous resection of the 
septum to locate the bleeding ves- 
sels. 
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As a substitute for the suction- 
desiccating cannula, the ordinary 
electrocautery apparatus may often 
be used effectively, or electrocoag- 
ulation may be accomplished by us- 
ing a copper applicator to conduct 
the desiccating current to the bleed- 
ing point. 

100% trichloroacetic acid, or phe- 
nol or chromic acid are commonly 
used. Instead of these escharotics, 
the injection of sclerosing solution 
under the bleeding area after topical 
anesthesia may be used with good 
results in cases where bleeding is 
moderate and where the bleeding 
area can be reached. Fox reported 
that repeated epistaxis from vari- 
cosities of the Kiesselbach-Little 
area were usually controlled by one, 
seldom two, injections of 0.25 to 0.50 
c.c. of Sylnasol solution into the 
mucosa just beneath the bleeding 
point so that a vesicle appears. The 
injection of plain sterile water under 
the mucoperiosteum at the bleeding 
site may be most satisfactory. Often 
the needle puncture produces an ad- 
ditional point of bleeding, so that a 
pressure tampon must be resorted 
to. 

Of hemostatic agents, adrenalin 
solution has long been a favorite; 
after its use, as well as that of simi- 
lar vasoconstrictors, bleeding tends 
to recur as secondary vasodilatation 
appears. Thrombin solution, Gel- 
foam, etc., will not control profuse 
or expulsive arterial hemorrhage. 
Gelfoam is an excellent carrier of 


thrombin solution and, in conirast 
to absorbable cotton or cellulose, 
does not inactivate penicillin. Ab. 
sorbable gauze may cause necrosis 
of the mucous membrane if packed 
tightly. 

For a brisk hemorrhage, not con- 
trolled by these simple measures, a 
tampon, strips of gauze, cotton tam- 
pons, or dental cotton rolls, cut in 
half longitudinally, may be used. 
These tampons should be pencil- 
thick and reach posteriorly to the 
choana, and should be inserted in 
layers, beginning on the floor of the 
nose, to accomplish the necessary 
pressure occlusion of the bleeding 
area. Such tampons may be impreg- 
nated with vasoline or bismuth 
paste, or with some hemostatic like 
thrombin solution, tannic acid, or 
thromboplastin solution. Whatever 
added value these local hemostatic 
agents possess, the virtue of the tam- 
pons is principally in the pressure 
effect on the bleeding vessels until 
their healing through thrombosis 
occurs. Substances by mouth are of 
doubtful value. 

When antibiotics are administered, 
packing may be left in place 10 days 
—usually 5—without fear of secon- 
dary infection. The packing should 
be removed slowly, one strip or tam- 
pon at a time. If profuse bleeding 
occurs on the removal of the pack- 
ing after 5 or 6 days. external caro- 
tid artery and/or ethmoidal artery 
ligation is indicated. 


Wisconsin Med. Jour., 52: 587, 1953. 
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Diagnosis of Hypopituitarism 


Hypopituitarism is not difficult to 
diagnose if it is suspected. The pa- 
tient presents a long story of fa- 
tigue, mental slowness, loss of 
pubic and axillary hair, and even 
social withdrawal to the extent of 
being classified as psychotic; often 
able to carry on only at a low level 
of activity and can barely care for 
himself. The anemia is usually re- 
fractory. 


In many of these patients the 


clinical and laboratory findings are 


those of 
myxedema. 


primary athyreogenic 


It can present all the manifesta- 
tions of Addison’s disease except 
one, pigmentation. Think of the di- 
sease in patients with fatigue, 
anemia, and amenorrhea, or impo- 
tence; a search for loss of axillary 
hair should be routinely made. 


In one-third destructive lesions 
in the area of the sella turcia can be 
demonstrated. The BMR is low, of- 
ten without increase in cholesterol 
—usual in myxedema. Fasting blood 
sugar is usually low and there is a 
flat glucose-tolerance curve. The wa- 
ler-load test for adrenal reserve us- 
ually yields a positive result. The 
eosinophile count is often high and 
a 4-hour ACTH test ordinarly pro- 
duces no significant decrease in the 
eosinophiles. 


Albert Segaloff, Jour. La. Med. Soc. 105: 433, 1953. 
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IN DIAGNOSIS 


Management of Backache 


The patient with back pain will 
neither bore nor bewilder the phy- 
sician who applies the concept 
“backache is joint ache.” The order 
in which the history is obtained is 
important. First, the “present com- 
plaint.” The patient must locate his 
troubles by outlining the areas with 
the finger, which symptoms are ag- 
gravated or improved by what activ- 
ities, positions or medications; and 
relationship between time of day or 
occupation. If the patient attributes 
his present condition to an accident 
or trauma, as he usually does, there 
are many questions to be answered 
—character and severity of injury, 
onset of symptoms, time relations to 
disability, relationship of early to 
present symptoms. 


Past history—attacks of backache, 
injuries, operations or diseases, es- 
pecially such as lumbago, sciatica, 
rheumatism, arthritis, rheumatic fe- 
ver and infections. General factors— 
occupations, disability history, mari- 
tal status, insurance, litigation, fi- 
nancial condition, present worries 
and future hopes. 

Ascertain character, location, and 
reference of the pain and its reac- 
tion to immobilization and sedation; 
time factors that produce, increase, 
or reduce the pain, and its response 
to therapy, such as immobilization, 
traction and position. Pain in the 
back only, and over the lumbosacral 


407 





area, is chiefly the result of poster- 
ior joint disease without an associat- 
ed disk lesion. Pain limited to the 
buttock and down the course of the 
sciatic to the lower calf and ankle, or 
even into the toes, unassociated 
with backache, is usually being pro- 
duced by herniation of a disk. 

One seeks knowledge of any in- 
flammatory signs, tenderness, limi- 
tation of motion, muscle spasm or 
weakness, and contractures. How- 
ever, palpatory changes in the spinal 
joints proper are difficult to elicit 
because of their depth. 

Additional tests are essential, as 
straight leg raising, extremity joint 
movements and circulation, muscle 
paresis, leg lengths, neurological 
examination, and general examina- 
tion of other systems. 

Since afflictions of the back are 
the same as those affecting the joints 
of the body, the treatment is similar 
—rest, heat, immobilization, local in- 
jections, systemic joint sedatives, 
manipulation and surgical proce- 
dures. 


Roger Anderson & Ivan Loughlen, Med. Clin. No. 
Amer., 7-1953. 


Hemodynamic Effects of 
Apresoline in Pregnancy 


The clinical material for this study 


comprised some 75 __ individuals, 
grouped as follows: 12 healthy nor- 
motensive nonpregnant women; 12 
normotensive pregnant women; 33 
patients with toxemia of pregnancy 
(29 with pre-eclampsia and 4 with 
convulsive eclampsia); and 18 preg- 
nant patients with essential hyper- 
tension. The age of the patients var- 
ied from 16 to 39 years, and the 
length of gestation ranged from 22 
to 40 weeks. 


Marked and prolonged blood pres- 
sure fall was observed in the tox- 
emic group, in contrast to a slight 
fall in the normotensive groups. 
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Moderate blood pressure fall o¢. 
curred in the essential hyperten- 
sive patients. Significant increase in 
cardiac output and reduction in the 
total peripheral and pulmonary ar. 
teriolar resistance occurred at the 
height of hypotension without any 
change in the blood volume. The 
temperature of the upper extreni- 
ties rose more markedly than that 
of the lower extremities. The drug 
failed to block the vasopressor reac- 
tion to cold and to the Valsava ma- 
neuver in pregnant subjects. 

The hemodynamic properties of 
the drug indicate that it may prove 
a valuable adjunct in the treatment 
of toxemia of pregnancy. 


N. S. Assali, et al., J. Clin. Investig., 32: 922, 1953 


Testosterone eee | in the 
Female—Use of Methylandros- 
tenediol as a Substitute 


Testosterone is used for its ana- 
bolic effect, for stimulation of libido 
and to counteract the effect of estro- 
gens in estrogen-sensitive tissues. 


Its use at the menopause results 
in great relief for the patient and 
the consequence is that many wom- 
en will continue the use of the drug 
after the original indications have 
ceased to be. Most patients can tol- 
erate 300 mg. a month without viri- 
lization, such as hirsutism, acne and 
voice changes, but some women are 
sensitive to as little as 100 mg. a 
month. 


For this reason a trial was made in 
7 patients with methylandrostene- 
diol. This was given sublingually in 
every month. Subjective relief of 
20 mg. doses daily for three weeks 
menopausal symptoms was the same 
as with testosterone but the viriliza- 
tion was less. Methylandrostenediol 
would also seem to be indicated 
where this hormone treatment must 
be continued for a long time. 





W. W. Robinson, West. J. Surg., 61:79, 1953. 
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THERAPEUTIC TRENDS 





Lysivane in the Treatment 
Parkinsonism 






The drug was given in tablets of 
30 mg. for the first week — 50 mg. 
q. 6 h. If no serious side effects 50 
mg. q. 4 h. The effect of the drug 
was then assessed and if it were 
effective the dose was gradually in- 
creased over the next fortnight to a 
maximum of 50 mg. q. 2 h. The 
daily number of tablets varied 
slightly according to the number of 
hours the patient slept, average 
daily number was 8. Increase be- 
yond this number produced drowsi- 
ness and dry mouth and no further 
benefit. Any lessening of the dose 
did not control the symptoms ade- 
quately. 
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100 out-patients were taken at 
random from large numbers attend- 
ing the clinic. They had all been dis- 
appointed by other forms of treat- 
ment and they had no reason to 
think that these tablets would be 
any better than the other ones. Lysi- 
vane was given wihout comment, 
and after the dosage had been sta- 
bilized and initial difficulties of 
treatment overcome, visits were 
made to the clinic at infrequent in- 
tervals. 
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After three years’ experience with 
Lysivane, and five years’ experience 
with other synthetic drugs credited 
with effectiveness in the control of 
Parkinsonism, I am convinced that 
the drug with the widest application 
at our disposal is Lysivane, and it 
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should be given to all new patients 
of Parkinsonism until it is proved 
to be ineffective. 

My results were 68% greatly im- 
proved. 


R. O. Gillhespy, Edinburgh Medical Journal, 60: 
8, 365, 1953. 


Management of the Menopause 


There are three cardinal principles 
to be employed in the use of estro- 
gens: small dosage, oral administra- 
tion, they should be given in a cycle 
manner. 

A satisfactory schedule would be 
0.2 mg. of stilbestrol for 20 days fol- 
lowed by 8 to 10 days without medi- 
cation; if this is satisfactory, con- 
tinue medication for 2 to 3 cycles, 
then cut the dosage of 0.1 mg. for 2 
to 3 more cycles. If a dosage of 0.2 
mg. initially fails, 0.5 mg. or 1.0 mg. 
may be used for a short interval. 
The usual case will not require 
therapy beyond 6 months. Any case 
requiring estrogens beyond one year 
has probably been misdiagnosed. 

The beneficial effects are con- 
fined to relief of the vasomotor 
symptoms and associated feeling of 
wellbeing. Treat no _ climacteric 
woman with estrogens unless flushes 
and vasomotor instability are the 
chief complaints. Its use in the vari- 
ous psychoses may prove more 
harmful than helpful. 

The use of androgens is con- 
demned by many. They are valu- 
able in cases in which it is desir- 
able to avoid estrogenic stimulation 
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of the breast and endometrium, af- 
ter menopause with vasomotor 
symptoms and menorrhagia, carci- 
noma of the breast or reproductive 
organs, menopausal symptoms when 
estrogens induce excessive bleeding, 
patients who have had cyclomasto- 
pathy. 

A typical androgen course would 
be: 10-15 mg. testosterone orally, 
every day for one to two months 
then 5-10 mg. testosterone orally, 
every day for one to two months. 


W. C. Finger, Jour. S. C. Med. Asso. 49: 309, 1953. 


Adrenocorticotropic Hormone 
In Allergic Diseases 


The results of treatment with re- 
pository ACTH in allergic diseases 
are reported in 27 allergic patients, 
16 of whom were suffering from 
severe asthma; they were given 
ACTH in gelatin intramuscularly. 
Usually 40 to 60 mg. was given 
daily for the first two days, then 
20 to 40 mg. on the third day, and 
20 mg., if necessary, on each of the 
4th, 5th and 6th days. Treatment 
was then discontinued without fur- 
ther tapering off the dosage. This 
form of treatment was used to trans- 
form the severe character of the al- 
lergic state into a milder form, and 
was followed by the routine methods 
of anti-allergic treatment. 

Local or general side effects were 
not observed, and the therapeutic 
effect was classed as either “excel- 
lent” or “good” in all cases. 


S. J. Levin, Ann. Allergy, 11: 157, 1953. 


Treatment of Intracranial 
and Cranial Suppuration with 
Bacitracin 


The results of treatment with baci- 
tracin are reported in 14 patients, 
including 7 with intracranial sup- 
puration, 3 with septic meningitis, 
one with subdural empyema asso- 
ciated with an intracerebral abscess, 
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and 3 with an infected craniotomy 
wound with resulting osteomyelitis 
of the skull. Bacitracin was admin. 
istered locally or by intrathecal, in. 
tracerebral or intraventricular in. 
jection, with or without an intra. 
muscular injection of the drug. It 
was given as a prophylactic to three 
patients, two of whom had acute 
postoperative aseptic meningitis and 
one a compound fracture of the skull 
with cerebral fungation. The anti- 
biotic was given intrathecally in the 
first two cases and intracerebrally 
in the third. 

Application of bacitracin “directly 
into and on the surface of the ner- 
vous” produced no ill effects. In the 
author’s view this lack of toxicity 
coupled with the fact that the com- 
moner organisms causing neuorlog- 
ical infections are sensitive to baci- 
tracin make it the antibiotic of 
choice in such cases. This antibiotic 
is therefore a valuable addition to 
the therapy. 


P. Teng, F. L. Meleney, Surgery, 33: 321, 1953. 


Hotycin (Erythromycin) in the 
Treatment of a Prime Influenza 


A total of 263 cases of influenza 
were hospitalized and studied be- 
tween January 10 and March 7, 
1953. A prime influenza virus was 
isolated from 82% of cases studied; 
91 cases were treated with bed rest 
and analgesics, 61 cases with bed 
rest and placebo-Ilotycin, and 89 
cases with bed rest and Ilotycin, 200 
mg. 4 times a day. 

34% of the placebo-Ilotycin-treat- 
ed cases and 16% of the nontreated 
cases had a second temperature rise 
on the 4th hospital day; none of the 
Ilotycin-treated cases showed this 
rise. No significant secondary infec- 
tions were demonstrated in any of 
the 3 groups. GI irritation was ob- 
served in 7.8% receiving [lotycin 
therapy. 


a ann ici ncameainiariemmeae 
G. A. Cronk et al., New York State Jl. of Med. 54: 
373, 1954. 
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NEW PHARMACEUTICAL PRODUCTS 


Ethaverine Hydrochloride 
(Lincoln) 
Non-narcotic spasmolytic similar in 
action to papaverine, but less toxic. 
Indications: cardiovascular disease, 
gastrointestinal, ureteral, bronchial 
spasm. Dosage: slow intravenous in- 
jection, 15 to 100 mg. as required. 
Supplied: 15 cc. multiple dose vial. 


Hexaverine (Lincoln) 
Spasmolytic and long-acting vaso- 
dilator, containing non-narcotic 
ethaverine hydrochloride, mannitol 
hexanitrate and phenobarbital. Indi- 
cations: cardiovascular disease, an- 
gina pectoris, biliary spasm. Dosage: 
1 to 3 tablets every 4 to 6 hours and 
at bedtime. Supplied: bottles of 100 
and 1000 tablets. 


Fermalox (Rorer) 
Uncoated tablet containing 200 mg. 
iron sulfate and 200 mg. hydroxides 
of magnesium and aluminum. Indi- 
cations: iron deficiency anemias. 
Dosage: 2 tablets daily may be re- 
duced to 1 tablet daily after 15-20 
ag Supplied: bottles of 100 tab- 
ets. 


Readicillin (Upjohn) 
Crystalline penicillin G potassium 
suspended in cherry-flavored ve- 
hicle. Indications: penicillin sensitive 
infections, especially for pediatric 
use. Dosage: Orally, as directed by 
physician. Supplied: bottles contain- 
ing 60 c.c. of the suspension, 60,000 
units of penicillin per cc. 
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Penasoid Oral Suspention 
(Parke-Davis) 
Each c.c. contains penicillin-G potas- 
sium, 60,000 u. in a stable suspension 
of coconut oil with butterscotch fla- 
vor. Indications: Same as for other 
forms of oral penicillin. Dosage: One 
teaspoonful 3 or 4 times daily. 
Supplied: bottles of 60 cc. 


Tetracyn Tablets (Roerig) 
Each tablet contains tetracycline 
HCl, 50 mg.; 100 mg., or 250 mg,; 
each vial, intravenous solution, 250 
mg. and 500 mg. Indications: Infect- 
ious diseases. Dosage: As directed 
by physician. Supplied: Tablets in 
bottles of 50 and 100 (50 mg. size), 
25 and 100 (100 mg. size) and 16 
and 100 (250 mg. size); in vials of 
250 mg. and 500 mg. 


Univial (Abbott) 
Six injectable vitamins plus ascorbic 
acid. Indications: vitamin deficiency. 
Dosage: Intravenous or deep intra- 
muscular injection, 1 cc. for daily 
therapeutic dose, in severe vitamin 
deficiency, 2 cc. should be given. 
Supplied: In 10 ce. size, singly and 
in boxes of 5 vials. 


Vibalt (Roerig) 
Vitamin B,, in isotonic sodium 
chloride with a potency of 50 mcg. 
per cc. Indications: In treatment of 
pernicious anemia, sprue and simi- 
lar anemias of nutritional origin. 
Dosage: Parenterally as directed by 
physician. Supplied: 10 cc. multiple 
dose vials. 
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ALLERGIC MANIFESTATIONS 


’ OPHTHAL 
DISORDER 


(PSEUDOMONAS POLYSACCHARIDE) is proving 

effective in the control of a wide variety 

of allergies, dermatoses, and certain ophthalmic disorders. 
When injected, it produces a leucocytosis 


and initiates generalized activation of the reticulo- 


endothelial system. Supplied in 10 ce. vials containing 


either 4 or 10 gamma (micrograms) per ce., 


Piromen may be used safely within a wide dosage range. 
a. 


For a comprehensive booklet detailing the use of 
this effective therapeutic agent, merely write 
“Piromen” on vour Rx, and mail to— 


Manufactured by TRAVENOL LABORATORIES, INC. 


a subsidiary of BAXTER LABORATORIES, INC., MORTON GROVE, ILLINOIS 





FREE LITERATURE SERVICE 


Arrangements have been made to forward you the most 
recent literature available on the conditions listed below. 
Please indicate on the yellow self-mailer the information 
you desire by circling the appropriate number. 


Allergies 


allergic reactions!, asthma?, asthma 
(bronchial) 3, drug _ sensitivities ?, 
eczema 5, food 6, hay fever 7, urticaria 8. 


Blood, Cardiovascular 


anemia 9, anemia (pernicious) 19, antico- 
agulant!!, arteriosclerotic peripheral 
vascular disease!2, angina pectoris }3, 
Buerger’s disease 4, cardiovascular dis- 
orders 15, congestive heart failure !6, 
cardiac "asthma 17, coronary artery 18, 
coronary thrombosis !9, chronic trench- 
foot 29, dietetic restriction 2!, hyperten- 
sion 22, myocardial failure 23, myocardial 
insufficiency 24, peripheral neuritis 25, 
Raynaud’s_ disease 26, thromboangiitis 
obliterans 27, varicose vein 28, 


Dermatology 


acne 29, athlete’s foot 3°, bacterial derma- 
tologic condition 3!, bed sores 32, burns 33, 
dermatoses 34, eczema 35, external ul- 
cers 36, fungus diseases 37, infections 38, 
ivy dermatitis 39, pruritus 49, topical in- 
fections4!, yaws 42. 


Endocrinology 


adrenal gland 43, cretinism 44, diabetes 45, 
exophtalmic goiter 46, Graves’ disease 47, 
hyperthyroidsm 48, myxedema 49, pitu- 
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itary gland 59, thyroid gland5!, thyro- 
toxicosis 52, 


Eye, Ear, Respiratory 


bronchitis 53, choroiditis 54, coughing 55, 
eye infections 56, ear infections 57, iritis 58, 
keratitis 59, laryngitis 6°, nasal conges- 
tion 61, night blindness 62, otologic der- 
matosis 63, pharyngitis §4, respiratory in- 
fections 5, sympathetic ophthalmia 66, 
sinusitis §7, tonsillitis 68, uveitis 69, vaso- 
motor rhinitis 79. 


Gastrointestinal, Liver and Spleen 


amebiasis 7!, colitis72, constipation 
(chronic) 73, cirrhosis of liver 74, con- 
stipation 75, diarrhea 76, gallbladder and 
bile ducts77, gastrointestinal spasm 
(functional) 78, gastroduodenal bleed- 
ing 79, peptic ulcer 8°, staphylococci 8!, 
streptococci 82, 


Genito-Urinary 


bladder diseases 83, cystitis 84, kidney 
diseases 85, prostate gland 86, pyelitis 87, 


ureter diseases 88, urinary tract infec- 
tions 89, urethra diseases 90, 


Geriatrics 


anemia 9!, arteriosclerosis 92, cardiac 
edema 93, chronic fatigue %, climacteric 








(male) %, constipation 9, insomnia 9%, 
low blood sugar level 98, protein deficien- 
cy %, senility (male) 100, senility (fe- 
male) !9!, vitamin deficiencies 102, 


Gynecology and Obstetrics 


amenorrhea !03, cervicitis 14, climacteric 
female) 19) conception contro] 196, 
dysmenorrhea !07, vaginitis 198, habitual 
abortion !09, leukoplakia (vulvar) !10, 
leukorrhea !!1, menopause !!2, menomet- 
rorrhagia !13, pregnancy tests!!4, pre- 
menstrual disorders!!5, postpartum 


bleeding !16, pregnancy (nausea & vom- 
iting) 117, 


Infectious Diseases 


brucellosis !18, pneumonia!!9, Rocky 
Mountain spotted fever!20, tubercu- 
losis !2!, 

Neuromuscular 


analgesic !22, joint and muscle pain !23, 
muscle dysfunction!24, muscle 
spasm !25, multiple sclerosis !26, neural- 
gia ischiatica!27, neuritis, diabetic !28, 
osseous and neuromuscular disturb- 
ances !29, Parkinsonism !30, 


Nutrition 


anemia !3!,_ avitaminoses !32, impaired 
fat metabolism !33, malnutrition !54, min. 
eral deficiences !35, obesity 136, multi- 
vitamin deficiences 137, pellagra ‘138, pro- 
tein deficiency 139, vitamin deficien. 
cies 140, multiple deficiences 141, 


Pediatrics 


bowel habits !42, diarrhea !43, diaper der- 
matitis !44, ear infections !45, formula l46, 


infantile eczema, nutritional needs 147, 
scurvey !48, 


Rheumatic and Arthritic Diseases 


arthritis 149, bursitis 159, gout 151, gout 
arthritis 152, musculoskeletal pain 15 
rheumatic disease !54, rheumatic 
fever 155, rheumatoid arthritis 156, 


Miscellaneous 


alcoholism !57, barbiturate poisoning 158, 
debridement of necrotic tissue 159, 
edema !60, edema (salt retention) !6!, in- 
dustrial dermatoses !62, meniningitis 163, 


insomnia !64, nervous tension !65, psy- 
choses !66, 





a FAVORED Menstrual Regulator 


a Ergoapiol (Smith) with Savin contains all the active alkaloids of whole ergot, to 
gether with apiol (M.4.S. Special) and oil of savin in capsule form. One to two cap- 
sules, three to four times a day, help to promote menstrual regularity and greater 
comfort in many cases of functional amenorrhea, dysmenorrhea, menorrhagia and 
metrorrhagia. Supplied in ethical packages of 20 capsules. May we send literature? 


ERGOAPIOL (smitn) with SAVIN 


MARTIN H. SMITH COMPANY « 150 LAFAYETTE STREET, NEW YORK, N. Y. 
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ELIXIR BROMAURATE 


GIVES EXCELLENT RESULTS 


Cuts short the period of illness and relieves the distressing spasmodic 
cough. Also valuable in Bronchitis and Bronchial Asthma. In four- 
ounce original bottles. A teaspoonful every 3 to 4 hours. 

GOLD PHARMACAL CO. 


NEW YORK CITY 
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garsickness and all types of 
is simplified and improved 
ve new agent. A single daily 
wo 25 mg. tablets for adults 
en) taken one hour before 
rip ordinarily provides 24-hour 
ainst the nausea and vomiting 


th motion sickness. Side effects, 
vith use of other remedies, 


#TRADEMARK 


DRATORIES Brooklyn 6, N. Y. 
& Co., Inc, 


if 


Near Fatal Anaphylactic Shock 
Following the Administration 
of Penicillin 


A 37-year-old white woman had 
received penicillin on many occa. 
sions, the most recent 5 months pre-#f! 
viously, and had never manifested 
any reaction, 3 or 4 min. following 


and an instant later collapsed on the 
floor. She had a tonic and clonic 
convulsion and urinary incontin- 
ence and became very cyanotic. Her 
respiratory efforts resulted in only 
slight gurgling in the upper bronch-§! 
ial tree and frothing at the mouth: 
no breath sounds and p., b.p. and 
heart sounds were unobtainable. Sheff: 
was given 2 c.c. of aqueous adrena-§j 
lin IM and aminophylline 0.5 gr. 
diluted to 10 c.c. IV O. was admin-§ 
istered with a resuscitator. 


in everyday practice 


PENICILLIN ; 
still the antibiotic of first 30 min. later breath sounds were 
choice for common infections . . . audible, heart sounds audible and 
radical pulse and b.p. yet unobtain- 
RCED BY | ; : 
en able. Given 40 units adrenocortic- 
parsing ~<a tropic hormone in aqueous sol. IM 
o incre i : 5 
range and reduce resistance... . and 40 units of the hormone m a 
gelatin suspension IM; 50 min. af 
Three strengths: ter onset the lungs were free of rales 
125M, 250M, 500M and the heart sounds were improved, 
nihil inadiaiiaes b.p. Still unobtainable, an infusion 
Penicillin G Potassium, Crystalline of 5% glucose in saline was started. 


125,000 (or 250,000 or 500,000) At this time she was aware of her 
units j j b- 
eutediazion 0.167 Gm. surroundings and complained of a 


Sulfamerazine . . . . 0.167 Gm. dominal pain. 


Sulfamethazine. . . . 0.167 Gm. Two hours after onset b.p. was 
* Supplied: 80/50 and she was transferred to 
Scored tablets in bottles of 50. hospital where her infusion was con- 
Biosulfa 125M also available tinued and she was placed in an O, 
in bottles of 500. tent for the subsequent 3 hours. For 
& TRADEMARK, REG. U. 8. PAT. OFF. the remainder of her 42 hours in the 
hospital she had no symptoms ex- 
cept for transient edema of the right 

great toe and dorsum of the foot. 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN Past history revealed that for 
several years she had had symptoms 
of hay fever, and for the past 4 
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years has had desensitization in- 
jections during the spring. For 3 
months prior to the penicillin reac- 
tion she had been getting weekly 
injections of a vaccine containing 
‘dust, wool and pollens. With her last 
Binjection, 2 weeks prior to the pen- 
icillin reaction, she had developed 
an urticarial reaction which had 
been treated with adrenalin and an 
antihistamine. She had shown a 
negative skin reaction to penicillin 
with intradermal tests done 3 years 
previously. In the past 4 years she 
had received a number of injections 
of penicillin for the treatment of 
Bcolds, for an injury to her hand, 
“and for a urinary-tract infection. 

Anaphylactic shock demands im- 
mediate and vigorous treatment. In 
severe reactions it is preferable to 
.f.administer epinephrine IV 0.25 to 0.3 
Ecc. of 1:1000 solution, and repeat as 


in-§ indicated. Aminophylline 0.5 should 


be administered IV. Oxygen should 
be available for administration by 
mask. As the pulmonary edema sub- 
sides, shock is treated by IV fluids 
or plasma; ACTH or cortisone may 
protect against recurrences of ana- 
phylaxis or other delayed sensitivity 
reactions. 


With the extensive use of penicil- 
lin more serious reactions may be 
anticipated, and all persons who ad- 
minister it should be prepared to 
treat such emergencies as may be 
occasioned by its use. 


C. G. Gaddy, Va. Med. Monthly. 81:25, Jan., 1954. 
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c -Saek 
Pregnancy oreum-Soaks 


TEST ee 


See ur surgical suppl 
dester' or write for literature, Complete 


C. P. T. Laboratories, Dayton 6, Ohio 
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in refractory or 


relapsing cases 


ERYTHROMYCIN 

the antibiotic of choice 
against resistant 
Gram-positive cocci. . . 


REINFORCED BY 


TRIPLE SULFONAMIDES 

to cover Gram-negative bacteria 
and to potentiate 

the erythromycin... 


Each tablet contains: 
Erythromycin 

Sulfadiazine 

Sulfamerazine ... . 0.083 Gm. 
Sulfamethazine . . . . 0.083 Gm. 


Supplied: 
Protection-coated tablets 
in bottles of 50 and 500. 


* TRADEMARK 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 





Heart Disease in the Aged 


Cardiac problems in older persons 
differ from those encountered in oth- 
ers. These differences derive as 
much from the general physiologic 
status of the aging as from specific 
changes in the cardiovascular sys- 
tem itself. Blue-printing of separate 
items is seldom possible. The patient 
as a whole must receive basic con- 
sideration in the therapeutic plan. 


In making diagnoses constant re- 
gard for multiple etiology must be 
maintained, avoiding the attitude 
that changes are solely arterioscle- 
rotic. 


In myocardial infarction, many 
elderly patients deviate far beyond 
the customary wide range of poten- 
tialities seen in younger individuals. 
One or several of such indices such 
as fever, leukocyte response, SR and 
ECG changes may be absent or 
present in variable proportions. 
Diagnosis may have to be ventured 


primarily on the clinical picture. A; 
always, a general assessment of the 
patient’s capacity is the best guide 
in managing his acute and convale. 
cent care. 


Familiarity has brought awarenes 
of “little strokes”; there should he 
a similar conditioning to recogniz 
attacks of coronary insufficiency 
which may appear as mild, or atypi- 
cal episodes. 


Cardiac involvement in older peo 
ple may be suspected if they have 


(1) unusual forms of dyspnea, par." 


ticularly paroxysmal; 


(4) unusual episodes of profuse 
sweating, especially on the face and 
neck. Isolated, transient appearances 
of these or other phenomena with or 
without pain may be the forerun- 
ners of grave cardiac emergencies. 


Brel 


> Siitmmertime piotection from 


Rhus-All Antigen is a unique sterile almond-oil solution 

of the active principles extracted from the leaves of 

Poison Ivy, Poison Oak and Poison Sumac. 

Rhus-All Antigen prevents all three common types of RHUS-ALL ANTIGEN 
Rhus Dermatitis. Only one or two injections are usually , A 


nh I pore: j See Your Surgical 


Supply Dealer 


Tare 
GET-ACQUAINTED 
OFFER 


ee ee 

Barry Laboratories, Inc. 

OSpt. D1, Detroit 14, Michigan 

Please send me the following: 

Vials (5 cc.) of Rhus-All Antigen No. 150-5. 
Physicians’ price $2.00. SPECIAL OFFER: 1 ex- 
tra with order of 3 vials. 

———Regular set (four 1 cc. vials) Rhus-All Antigen 
No. 150. Physicians’ price $3.25. SPECIAL 
OFFER: 1 extra with order of 3 sets 
Complimentary copy of “Handbook of Allergy 
for the General Practitioner.” 

reece renee ES 

STREET. 


Order Rhus-All Antigen today 
from your surgical supply dealer or 


BARRY LABORATORIES, INC. 
Detroit 14, Michigan 
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for greater 
hematinic power, 
range, response 


CH CAPSULE CONTAINS: 


rrous Sulfate pe | Ce GRD. ccascen 150 mg. 
Equivalent to 44.5 mg. of iron 


ES Ts occ enceidesne’s eeeb ee 200 mg. 
anc ad hen beh acns eds Rae ek 2.0 meg. 
lic Acid U.S.P.. 
Ktomach Powder 

jazmine Hydrochloride U.S.P. (Vitamin B:).. 2 
Riboflavin U.S.P. (Vitamin Bz) 

wridoxine Hydrochloride (Vitamin Bs) 
Calcium Pantothenate 
cc cccnicasdener en si Seu ae 5.0 
Ascorbic Acid U.S.P. (Vitamin C) 
Copper Sulfate (Monohydrate) 
Cobalt Sulfate : 

Plus other factors of the B-Complex from Liver 


"BSamples and literature from... 


NEO-FERINEX 


(PLESSNER 


IMPROVED 


A combination of key, mutually 
enhancing hematinic materials, 
NEO-FERINEX, IMPROVED cap- 
sules “build better blood because 
they have more to build it with." 
For more rapid, more complete, 
more lasting response in hypo- 
chromic and nutritional anemias, 
nothing surpasses this great for- 
mula. 


The PAUL PLESSNER Company e Detroit 16, Michigan 


Heart Disease in the Aged 


The notation of such unusual oc- 
currences and their recognition as 
being of cardiac origin are particu- 
arly useful in evaluating the opera- 
tive risk of the elderly patient or his 
ability to stand physical stress. The 
history usually is the most important 
source of evidence for the final de- 
tision. If one shows an ability to 
carry on customary activities with 
no discomfort, age difference need 
not increase the risk of the proposed 
activity. Even hypertension has not 
been proven to add considerably to 
the general risk. 

Consider the plight of a patient who 
has just consulted a physician for the 
frst time because of recent ankle 
edema. There is a strong likelihood 
that, even upon his first visit, he may 
be given 5 prescriptions—for digi- 
talis, ammonium chloride, another 
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diuretic, a sedative, and a salt sub- 
stitute. In addition, he may be ad- 
vised to alter his eating, drinking, 
smoking, and exercising habits. 


There is a high index of overlap- 
ping of effect among the five agents. 
The possibility of gastrointestinal 
and other upsets from each, directly 
or indirectly, must be considered. 
Consideration must be given to what 
degree these restrictions (which 
amount to deviations from that per- 
son’s own normal) may actually 
serve to give him a longer life, both 
healthier and happier. The last in 
any practical approach is the goal 
of complete diagnosis, proper treat- 
ment, and general management of a 
person with a vascular infirmity. 


A. B. Fuller, Pennsylvania Med. Jour. 56: 1055, 


1953. 
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Current Treatment of 
Hyperthyroidism 


Hyperthyroidism occurs in (1) 
diffuse goiter of Grave’s disease 
(known as primary hyperthyroid- 
ism), (2) toxic nodular or adeno- 
matous goiter, or (3) single ade- 
noma. Planning of effective therapy 
depends upon the type of goiter pro- 
ducing the hyperthyroidism, the ex- 
tent of the associated complications, 
and evaluation of the emotional and 
economic aspects of each case. 

The usual patient with uncompli- 
cated hyperthyroidism presents no 
major problem. Most of these pa- 
tients are less than 45. 

Propylthicuracil is well tolerated 
by most pzetients; 200 to 400 mg. 
daily in divided doses at 6- or 8-h. 
intervals causes the toxic symptoms 
to begin to subside in 5 to 10 days. 
The euthyroid state is usually 





always in season 


Soreness and stiffness of muscles... 


and kindred rheumatic pains... 
Irritations and eruptions of the skin... 


LODE FZ 
cum Methyl Salicylate 


combines the stimulating and metabolic 
effects of iodine in Iodex and the 
analgesic action of methy] salicylate. 


Samples cheerfully sent on request 


MENLEY & JAMES, LTD., 70 w. 4otu srt., 









reached in 1 to 3 months. The symp. 
toms controlled and the BMR pr. 
turned to normal, the same dosage 
schedule is continued for 9 months 
The patient is examined at 6- to 12. 
week intervals for evidence of toxic 
symptoms or hypothyroidism. Toxic 
symptoms indicate substitution of 
another antithyroid drug or another 
type of therapy. Hypothyroidism can 
be controlled by adding 1 to 2 gr. of 
desiccated thyroid daily. Treatment 
is probably most effective in patients 
with small- to medium-size glands 
is economical, requires no loss of 
time and the thyroid is intact during 
remission. Its greatest disadvantage 
is the recurrence rate of 25 to 50%. 

Another method consists in subto- 
tal thyroidectomy after a euthyroid 

































































































Sprains and strains... 


Neuralgia, arthralgia 
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PU Rhea gone 


st 
scineaglngr sen F* 


for pernicious anemia 4 gt 


and all treatable anemias ne 


ronemia 


Vitamin B12 e Iron e C @ Stomach e Folic Acid e Purified Intrinsic Factor Concentrate 


a new and potent oral hematinic 


one capsule daily meets the needs of the average patient 


Formula contains Purified Intrinsic 


Ferrous Sulfate 


Factor Concentrate 10 mg. Exsiccated . 400 mg. 


all known essential Vitamin B.> 


30 mcg. Ascorbic Acid (C) 150 mg. 


hemopoietic factors: Powdered Stomach 200 mg. Folic Aoid 4 me 


LEDERLE LABORATORIES DIVISION AMERICAN id COMPANY Pearl Rivet, N.Y. spec. u.s. pat. oF. 


urrent Treatment of 
yperthyroidism 


state has been produced by propyl- 
hiouracil, plus Lugol’s solution, 10 
drops daily for 2 or 3 weeks prior to 
peration. The advantages of surgi- 
al excision are early control of hy- 
yerthyroidism and removal of the 
mass. The operative mortality rate is 
less than 1%. This method of treat- 
ment is less economical, is followed 
by tetany or vocal cord paralysis in 
0.5 to 5%, and hypothyroidism in 10 
to 20° of cases; and the recurrence 
rate is 15%. 

Treatment of nodular goiter with 
hyperthyroidism without serious 
complications is surgical. Carcinoma 
in these goiters is 1 to 19%. Patients 
prepared for operation by adminis- 
tration of propylthiouracil; Lugol’s 





solution is not necessary. 


When a single toxic nodule is su- 
spected, the treatment of choice is 
surgical. 


The choice of treatment is re- 
stricted to radioactive iodine in re- 
current hyperthyroidism in diffuse 
toxic goiter following one or more 
thyroidectomies, primary hyperthy- 
roidism after 45, hyperthyroidism 
complicated by serious concurrent 
disease in which operation inadvis- 
able, recurring or persistent hyper- 
thyroidism after use of antithyroid 
drugs, and occasionally, preference 
of the physician or patient for vari- 
ous reasons. 


A. S. Mann, Jour. La. Med. Soc. 105: 433, 1953. 
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Effective Half Life of I'*' in 
the Hyperthyroid Gland 


An analysis is given of the results 
obtained in treating 100 hyperthy- 
roid patients exclusively with the 
radioactive isotope, I'*'. Measure- 
ment of the “effective half-life” (i.e., 
the time it takes for the I'*! in the 
thyroid to lose 50 per cent of its ra- 
diation effectiveness) in each patient 
indicated the rate at which radiation 
was delivered to the gland. Only one 
treatment was required by 65 of the 
patients and the effective half-life 
and dose of I'*! in this group were 
compared with those of the remain- 
ing 35 patients who failed to re- 
spond satisfactorily to the first dose. 

The success rate was highest in 
patients who received a large radia- 
tion dose (measured in roentgen 


equivalents) in a short time, ag 
lowest in those patients who xr 

ceived a low dose delivered over #° 
long interval. A further analysis ¢ 

two groups of patients, each receiy. 
ing the same total radiation dog 
revealed that the success rate wa 
statistically higher in the group r 
ceiving I'*! with a short effectivgl” 


half-life. 


It is concluded that the proportia 
of successful results is higher wha 


the rate of irradiation is relativelm | 


rapid than when it is relatively slow 
They therefore suggest that trea 
ment should be planned to provid 
rapid delivery of an adequate dose 


C. E. Schmidt, J. Nadelhaft 
1953. 


‘Dilaudid sulfate 


10 cc. Multiple Dose Vial 


Each cc. contains 2 mg. (1/32 gr.) dihydromorphinone 
(Dilaudid) sulfate in sterile solution—convenient and ready 
for instant use. 


Dilaudid—a powerful analgesic—dose, 1/32 grain to 1/20 grain. 


a potent cough sedative—dose, 1/128 grain to 1/64 grain. 
an opiate, may be habit forming. 


® Dilaudid is subject to Federal narcotic regulations. 
— E. wane at 


es 


2-KNOLL CC CORP. 
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, Lab. Investig., 2: R* 


tions of the Urinary 
ract in Childhood 


An attempt is made to assess the 
agnostic value of simple examina- 

on of specimens of urine obtained 
ithout a catheter in cases of urin- 
. My tract infection. Catheter speci- 
gens from girls and non-catheter 
vecimens from boys were examined 
‘ determine the dividing line be- 
‘—mveen normal and elevated leu- 
eryte and erythrocyte counts, 
. ese being made in a Fuchs-Rosen- 
‘Bal counting chamber, with the 


Mmoecific gravity of the urine adjusted 


p 1020. 


It is concluded that 10 leucocytes 
iggod 5 erythrocytes per c.mm. may 
etaken as the upper limit. In urin- 
y infections the presence of leu- 
cytes and bacteria is the decisive 
kctor. Specimens were considered 
0 be infected if they contained at 
east 200 leucocytes per c.mm. or if 
3mm. loopful of urine gave a 
owth of at least 100 colonies of a 
botential pathogen. 


Of 120 non-catheter specimens of 
tine from girls and 128 from boys 
xamined by these means, only 21 
18%) and 10 (8%), respectively, 
fave doubtful results which had to 
be confirmed by the examination of 
atheter specimens. 


. L. Masters, Guy’s Hosp. Rep., 102: 76, 1953. 


Frog Pregnancy Test 


. Speedy results; 1 to 4 hours. 

. Accuracy; 99.6%. 
3. Reveals early pregnancy. 

. Reports wired free when requested. 
5. Negative findings rechecked free of 
charge. 

. Need 2 02. first voided morning urine. 
7. It costs less—only $5.00 to the Doctor. 


Physicians’ Diagnostic Laboratory 
(Established in 1936) 
4390 Lindell Blvd., St. Louis 8, Mo. 
Containers and Fee Table On Request 
Also other laboratory tests by mail. 


May, 1954 


NOW AVAILABLE 
CACODYNE 


An lsotonic Colloidal 
lodine Cacodylate 


Indicated: In all ARTERIAL DIS- 
EASES — Coronary, Cerebral, 
Mesenteric — Hypertension, 
Angiitis Obliterans. 


Frequency of administration is re- 
duced with 
gradually withdrawn when symptom 
free. 


improvement and 


For intramuscular or intravenous 
injection. 


No known contraindications. 


CACODYNE CREATES 
CARDIAC RESERVE 


For Reprints and Information 
Address 


RESEARCH 
MEDICATIONS 


INC. 


542 Fifth Avenue 
New York 19, N. Y. 





extensive experience of physicians in successfully 


treating many common infections due to susceptible 


gram-positive and gram-negative bacteria, rickettsiae, 


spirochetes, certain lar ome and protozoa, have 


and of oxytetracycline 


8 of choice 
oe ae dee ao 6, N.Y. (Pfizer) 


Division, Chas. Pfizer & Co., | 





